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In 1924,2 in a discussion on leukemia cutis, reference was made to 
the classification and interpretation of diseases of lymphatic origin. At 
that time, the genetic relationship existing between this large group of 
clinically divergent dermatoses was pointed out, and the suggestion 
offered that the multiple clinical pictures associated with true lymphade- 
noses should be regarded as the variable cutaneous expressions of the 
lymphoblastomas. 

The proper evaluation and classification of the diseases of the 
lymphatic system remains one of the outstanding problems of modern 
medicine, as it has been since Virchow’s original description of leukemia. 
In 1902, Breakey,? while marshalling the factors in favor of the sarco- 
matous nature of the microscopic observations in case 1 of this series, as 
opposed to the evidence in support of its being a granuloma, expressed 
the opinion that “while the study of these dermatoses has been prosecuted 
with greater vigor than ever within the last few years, and a large num- 
ber of valuable contributions made to the literature of these forms of 
disease of the skin, there is still a good deal of diversity of opinion in 
the classification of different cases.” 

Until dermatologists are aware of the exact nature of these changes, 
it seems justifiable to refer to them as lymphoblastoma, for to an increas- 
ing number of investigators, in the present state of information, the 
varying changes represent different phases of the same disease. 


An extensive group of synonyms appeared which describe obviously 
similar conditions, and it would seem that if nothing additional is accom- 
plished, classification will lead to uniform terminology. Minot and 
Isaacs * included in this group lymphatic leukemia (lymphocytic and 
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lymphoblastic), aleukemic lymphatic leukemia, pseudoleukemia (aleu- 
kemic lymphadenosis), lymphocytoma, Hodgkin’s disease (lympho- 
granuloma), lymphadenia, lymphomatosis, lymphosarcoma, round cell 
sarcoma, leukosarcoma and lymphadenosarcoma. Banti’s disease, 
chloroma and Mikulicz’s disease may also be included. 

True lymphadenotic infiltration of the skin occurs most commonly in 
association with the forms of lymphatic hyperplasia, usually referred to 
as leukemia, lymphosarcoma, granuloma fungoides and Hodgkin’s dis- 
ease, as well as certain unusual transitional forms originally described 
as Sternberg’s leukosarcoma and Kaposis lymphoderma pernicosa. It 
is this group with its varying dermatologic pictures that is of especial 
interest to the student of cutaneous medicine. 

During recent years, increasing interest has been apparent concerning 
the problems associated with the diseases of the hemopoietic system, 
and the tendency to regard the various clinical pictures as different 
manifestations of the same disease process finds acceptance among an 
enlarging group of workers. Pathologists are intensely interested, and 
contrary opinions are still freely expressed at society meetings. In order 
to crystalize opinion and to hasten the proper interpretation of these 
lymphoid changes, however, the American Association of Pathologists 
and Bacteriologists has established a registry of tumors of the lymphatic 
system at the Army Medical Museum in Washington, the first annual 
report of which was recently given by Callender and Coupal.* Internists 
and hematologists are finding such a classification of increasing value, 
and a growing number of references to lymphoblastomas are to be found 
in the writings of the roentgenologists. 

While recognizing and generally accepting a distant and hazy rela- 
tionship between certain forms of this group, dermatologists, as a rule, 
find it difficult to accept the hypothesis that true cutaneous infiltrations 
of this group represent skin manifestations of neoplastic overgrowths of 
the parent tissues of the blood-forming reticulo-endothelium, which vary 
only in the degree of differentiation. 

During recent years, an increasing number of contributions concern- 
ing the interrelationship of these diseases has appeared, especially among 
English speaking dermatologists more particularly in America, where 
diseases of the hematopoietic system are apparently more common. This 
would seem to apply notably to the region of the Great Lakes ; Fortune ° 
reported thirty-nine cases of generalized lymphoblastoma from the 
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necropsy records of the Department of Pathology of the University of 
Michigan. 

Fraser ® repeatedly pointed out the relationship existing between 
mycosis fungoides, lymphatic leukemia and lymphosarcoma. Symmers ‘ 


also believed that these lymphoid hyperplasias are closely related. He if 
said that “chronic lymphatic leukemia and its companion lesion pseudo- i 
leukemia, together with the familiar examples of lymphosarcoma, present " 


many clinical and anatomic changes in common. The histologic altera- 
tions are closely akin; in fact in many instances they are undistinguish- 
able one from the other. It is simpler and more natural, I think, to 
correlate these lesions than it is to strain at the impracticable and artificial 
task of attempting to separate them into clinical and anatomic entities.” 

Since the classification of these tumors is based on histogenesis, it 
seems profitable to define first the terminology used, with particular 
reference to the amplification of the term lymphoblastoma. With 
Mallory’s * classification of tumors, one can best understand the micro- 
scopic relationships existing between the various types of this group of 
disease processes, and his conception of tumor growths will be closely 
followed. He defined tumor, as used in this connection, as a new forma- 
tion of cells which proliferate continuously and without control, tend to 
differentiate as the cells from which they arose under normal conditions, 
serve no useful purpose, lack an orderly structural arrangement and 
have at least at the present time no assignable cause for their existence. 

Not all writers are agreed concerning the neoplastic nature of these 
conditions. Reed,® Longcope,*® and others believed that the etiologic 
factor would be found to be an infectious process. Ewing * believed 
that many have a distinct relationship to infections, citing the fact that 
he had seen leukemic processes develop from pneumonia, acute tonsillitis 
and diphtheria, and run a short and fatal course, or develop into chronic 
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leukemia. Warthin,’* in replying to Ewing, remarked that the course of 
these diseases is inevitably fatal, and that they spread by infiltration ; they 
are essentially destructive and have no protective function ; they have all 
the characteristics of neoplasms and none of an infectious process. If 
one is to accept this view, then the diseases of the hematopoietic system 
conform to the accepted clinical and pathologic definitions of a malignant 
growth. 

Tumors, therefore, in the conception of Warthin*?? and Mallory,* 
should be understood to consist of two parts, namely, tumor cells and 
their products and stroma; however, the tumor cells forming the paren- 
chyma are the essential part of the process as distinguished from the 
stroma. Fifteen different varieties of cells which may be called type 
cells occur in the human body, giving rise to tumors. Some of these 
are sharply characterized, while others are recognized with more or less 
difficulty, especially when they occur in more than one form and stage 
of development, as the endothelial cell, lymphocyte and plasma cell. Ifa 
tumor grows rapidly, its cells do not have time to differentiate to any 
extent, and they remain of an embryonal type, as in most cases of 
granuloma fungoides, while in the slow-growing tumors, such as 
leukemia cutis, differentiation occurs, and the tumor cell is often a fully 
developed mature lymphocyte. 

Mallory * believed that under every recognized variety of tumor 
should be grouped both slow and rapidly growing tumors built up of the 
multiplication of the same type of cell. He believed that in no other 
way is it possible to understand fully each variety of tumor, and to find 
out its characteristics. The type of cell is the one important element 
in every tumor. From it the tumor should be named and not from some 
peculiarity of minor importance, such as the method of growth or the 
arrangement of cells. 

The stroma of tumors, like that of the glandular organs, ordinarily 
consists of connective tissue and blood vessels. It may be newly formed 
or consist of the existing stroma of the organ or tissue in which the 
tumor is situated, or it may be a combination of the two. The amount of 
stroma varies greatly in different tumors, and when a tumor infiltrates, 
the preexisting vessels and connective tissue may be sufficient or may be 
stimulated to active proliferation, as they repeatedly are early in the 
group of tumors under consideration. 

The nature of the stroma, its arrangement and structure depend to 
a great extent on the tumor cell. Wherever the cells of a lympho- 
blastoma are carried, a connective tissue reticulum is usually formed 

12. Warthin, A. S.: Scientific Proceedings of the Twenty-Seventh Annual 
Meeting of the American Association of Pathologists and Bacteriologists, Am. J. 
Path. 3:552 (Sept.) 1927. 
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for them. The slow-growing varieties, such as the early infiltrates in 
mycosis fungoides, often lead to the production of abundant fibrous con- 
nective tissue, which in this condition, I think, has been repeatedly mis- 
taken for an essential part of the microscopic picture. 

If the tumor grows slowly, the blood vessels are well formed with 
muscle cells and fibroblasts to strengthen the walls of the larger vessels, 
but if this growth is rapid, as it is late in the course of granuloma 
fungoides and in certain forms of leukemia with fungating lesions, 
vessels may consist of only a single layer of cells and may be so thin 
and delicate that hemorrhage followed by necrosis rapidly takes place. 

As Mallory * pointed out, the old nomenclature is unsatisfactory, and 
many names applied to tumors were given when much less was known 
about their characteristics. Many improvements in nomenclature have 
been suggested, but the one suggestion which is being followed more and 
more is to join the ending blastoma to the name of each kind of cell of a 
distinct type which predominates, and have that designation apply to 
all the tumors arising from that type of cell, as fibroblastoma, osteo- 


blastoma, lymphoblastoma and so forth. 
The type of cell of the lymphoblastoma is the lymphoblast which 
occurs abundantly in the germinative centers of the lymph nodules of 


the lymph nodes, tonsils, gastro-intestinal tract, spleen and, according to 
some observers, in the skin. The various forms of cells derived from 
the lymphoblast are sometimes all classed together as the lymphocyte, or 
more exactly spoken of as the cells of the lymphocyte series. These 
cells vary greatly in size and other features. In general, they are com- 
paratively small, round cells. The characteristics of the cells of the 
lymphocyte series are not particularly striking even under normal condi- 
tions. They are even less so in tumors originating from lymphoblasts, 
because the cell differentiation is rarely perfect. 

As has been shown, the lymphoblastoma is an infiltrative tumor, and 
therefore the stroma is furnished by the organ or tissue invaded. In 
some tumors, the stroma is of the slightest in the form of a connective 
tissue reticulum, while in others the stroma is increased by the prolifera- 
tion of fibroblasts and the formation of new blood vessels. Often there 
is abundant inflammatory infiltration with eosinophils and plasma cells. 
This type of tumor may so closely resemble inflammatory tissue that it 
is often regarded as an infectious process. As Mallory * stated, its dis- 
tinguishing feature is the invariable occurrence of tumor cells, often in 
small numbers, which are different from any cells found in inflammatory 
processes. 

It is not uncommon for foci of necrosis to occur in the lympho- 
blastomas. They are most likely due to obstruction of small blood 
vessels, either by pressure or by tumor thrombi. Lymphoblastomas 
metastasize by way of the lymphatics from one lymph node to the other, 
and in this manner form metastases in various organs, notably the spleen, 
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liver, kidneys and skin, as pointed out by Fortune.® They may give rise 
to diffuse infiltrations or to more or less discrete tumor nodules. The 
clinical designation of the cutaneous picture is dependent to a great 
extent on which type of infiltrate occurs in the skin. 

Not infrequently, however, many of the cells finding conditions 
favorable for growth in the biood remain there and multiply. With other 
tumors, except those derived from myeloblasts, this apparently does not 
occur. Neither does it always occur in the lymphoblastoma. Seemingly, 
those tumor cells succeed best which are nearest the lymphocyte. This 
condition of the growth of the cells of a lymphoblastoma in the circu- 
lating blood is called lymphatic leukemia. It is really a circulating 
metastasis. How these cells gain access to the blood is not clear, but 
Mallory * suggested their entrance through the lymphatics by way of 


TaBLe 1.—Cases of Granuloma Fungoides in Varying Degrees of Evolution 


Blood Pieture 
- A. ~ 
Lympho- Eosino- 
Leuko- cytes, phils, Microscopic Changes: 
Clinical Diagnosis cytes per Cent per Cent Predominating Cell Type 
Granuloma fungoides Not done Not done Not done Small round cell; lymphosar- 
coma 
Granuloma fungoides 6,350 26 7 Atypical lymphocyte (large 
mononuclear) 
Granuloma fungoides 6,500 f 22 Small round lymphocyte 
Granuloma fungoides 6,600 26 Large round cell; lymphosar- 
coma 
Granuloma fungoides 7,500 2 : Atypical lymphocyte (young 
(prefungoid) mononuclear) 
Granuloma fungoides 11,100 2 None Small round cell; lymphosar- 
coma 
Granuloma fungoides 14,000 5 2 Small mature lymphocyte 
(prefungoid) 
Granuloma fungoides 15,000 13 Small round cell; lymphosar- 
coma 
Granuloma fungoides 24,200 7A 3 Atypical lymphocyte (small 
mononuclear) 
Granuloma fungoides 45,000 None Atypical lymphocyte (large and 
smmall mononuclear) 


the thoracic duct, by immigration of the blood vessels or by direct growth 
of the tumor through the vessel wall. 

Twenty cases are included in this report, ten of which have been 
studied anatomically, representing widely divergent clinical types, many 
with circulating metastases, but all showing a microscopic picture which, 
when viewed in the light of the foregoing description of tumors, shows 
a striking similarity, the differentiating characteristic being the pre- 
dominance of a cell type of the lymphocyte series. For reference and 
convenience of description as well as to summarize briefly the noteworthy 
features, the cases are divided into two main groups (tables 1 and 2) 
according to the predominating accepted present clinical terminology. A 
glance at tables 1 and 2 will quickly demonstrate the obvious futility of 
attempting to separate such an interrelated group of disease processes 
into distinct clinical entities. Broadly speaking, table 1 depicts the cases 
of granuloma fungoides in varying degrees of evolution, including two 
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patients in the so-called prefungoid stage as well as two with a leukemic 
blood picture. Table 2 shows the cases which might be said to be of the 
leukemic type, with or without circulating metastases, and includes 
examples of the universal as well as the circumscribed form, universal 
scaly erythroderma (these patients frequently develop a leukemic blood 
change during the course of their illness) and one case in which the 
clinical picture was poikiloderma atrophicans vasculare. 

For the sake of brevity, only essential and related facts and the 
microscopic postmortem observations are recorded in the case reports. 


REPORT OF CASES 


Case 1.—History—D. H., age 33, was seen in the University Hospital on 
Oct. 30, 1900. He had been variously occupied, first as a carpenter, then as a 


TABLE 2.—Cases of the Leukemic Type with or without Circulating Metastases 


Blood Picture 
7icitantatiaecaiiccananegtii 


AraC 
Lympho- Eosino- 
Leuko- cytes, phils, Microscopic Changes: 
Case Clinical Diagnosis cytes per Cent per Cent Predominating Cell Type 


F.W. Universal leukemia cutis 24,000 34 Pale young lymphocyte 
H.L. Universal leukemia cutis 50,000 8 Large young lymphocyte 
W.P. Universal leukemia cutis 85,000 None Small lymphocyte 
D.O. Leukemia cutis (circum- 125,006 § None Large young lymphocyte 
scribed form) 
G.G. Leukemia cutis (granu- 202,000 06 None Small round lymphocyte 
N. 


loma fungoides type) 
Leukemia cutis (cireum- 240,000 £ None Small round lymphocyte 


scribed form) 
..B. Universal leukemia cutis 250,000 37 Small young lymphocyte 
>.P. Universal scaly erythro- 19,000 ‘ Young immature lymphocyte 


a 
+.B. Poikiloderma atrophicans 17,300 { Large round cell; lymphosar- 


vasculare coma 
J.8. Universal scaly erythro- 8,500 2 ‘ Small mature lymphocyte 


derma 


railway mail clerk and more recently as a prison guard. This case was a 
familiar one, having been reported by Breakey before the Ann Arbor Medical 
Club in April, 1902. As the clinical notes were not available I quote freely from 
his case report. The patient was also under the care of Dr. A. P. Biddle, whose 
report is recorded in the January issue, 1900, of The Physician and Surgeon. 

The patient said that six years before, that is, in 1894, he first noticed a scaly 
condition of the skin of the legs. For two years he was treated by his physician 
for psoriasis when tumors slowly developed. He was seen by Dr. Biddle about 
that time, who made the diagnosis of mycosis fungoides. 

Examination—When first seen by Dr. Biddle, the patient was a well nourished, 
large, strong man whose general health was good. The body was profusely 
covered with a brownish red, elevated eruption, mostly discreet but with a 
tendency to irregularly oval and gyrate patterns. There were also numerous 
tumors over the body, varying in size from ™% to three inches (1.27 to 7.6 cm.) in 
diameter. They were well defined, firm and raised above the surface, but flat and 
more or less freely movable. The great majority of the tumors presented an 
ulcerated surface with free oozing of a watery, offensive, adhesive fluid. The 
lesions were of a pinkish purple hue. The description of this case given together 
with the accompanying photograph established the condition which I believe has 
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generally been accepted as an example of mycosis fungoides with an unusually 
large number of fungating tumors involving the head and face (fig. 1). 

Course —Some of the lesions were removed surgically, and the patient received 
30 drops of a solution of postassium arsenite daily. It was also noticed that spon- 
taneous retrogression of the tumors occurred, and an area of pigmentation per- 














Fig. 1 (case 1).—Granuloma fungoides with late fungating tumors (Breakey’s 
The small round lymphosarcoma type of cell featured the microscopic pic- 


case). 
ture of the tumors. 


sisted at the site of the tumescence. His general health continued unimpaired, 
but death ensued on Jan. 10, 1901, less than three months after admission to the 
hospital and following a progressive increase in the number and size of the tumors. 


Unfortunately, observations on the blood were not recorded. 





KEIM—LYMPHOBLASTOMAS 541 


Autopsy, Jan. 10, 1901.—Sections made from growths in the skin, taken from 
all parts of the body, showed the same structure, namely, that of round cell or 
lymphosarcoma. The smallest of these growths were confined to the lowest part 
of the derma; they grew by expansion, pushing the papillary of the derma and 
the epidemis upward. There was but little infiltration about the growths, many of 
which possessed a more or less distinct capsule of connective tissue. 

In the majority of cases, the smallest growths lay between the papillary layer 
and the sweat glands. The structure of the smaller growths was made up of 
small round cells of the nature of lymphocytes, among which were larger cells 
having more abundant protoplasm and less deeply staining nuclei, occasionally 
containing several nuclei. There was an abundant stroma, and throughout the 
smaller growths were remains of the original connective tissue of the dermis, and 
occasional retention cysts arising from the sebaceous glands. 

On the whole, the growths were not richly supplied with blood vessels, many 
containing numerous small thin-walled vessels lying in direct contact with the 
cells, after the manner of a sarcoma. 

There were numerous, heavily pigmented chromatophores in the papillary layer 
just above the growths. Sweat glands in the neighborhood of the smaller growths 
were hypertrophic, many of them to such an extent that they took on the character 
of an adenoma; around these there was a more or less inflammatory infiltration ; 
a similar process was seen in the subcutaneous fat. The larger growths had 
broken through the epidermis, showed a more or less ulcerating surface and 
extended deeper into the subcutaneous tissue. Occasionally, they showed areas 
of simple or liquefaction necrosis, but retrograde change was uncommon; others 
showed an increase of the stroma with atrophy of the round cells with formation 
of scar tissue replacing the tumor. All stages of this process could be observed 
up to the completely healed growth, so that throughout the skin of the entire body 
were found numerous circumscribed areas of scar tissue, giving the appearance 
of progressive development and subsidence of the tumor formation. 

In the central portion of the larger growths, the majority of the cells had lost 
their protoplasm; the nucleus either remained free or was surrounded by granular 
remains of protoplasm. Mitosis was seen in many of these free nuclei. No giant 
cells were present, and mast cells were found only in small numbers. Cell division 
figures were abundant. 

Sections of the skin, taken from all parts, showed excessive pigmentation of the 
chromatophores, circumscribed areas of scar tissue and scattered areas of small 
celled infiltration, most marked about the sweat glands. The number of mast 
cells appeared to be decreased. 

Both tonsils were almost completely replaced by a growth similar to that in 
the skin. There were small nodules of growth of similar structure on the dorsum 
of the tongue, showing an ulcerated surface. 

The cervical, axillary, cubital and inguinal lymph glands were replaced by 
large nodular masses, similar in structure to those in the skin. No secondaries 
could be found in the bronchial, mediastinal, mesenteric or retroperitoneal glands. 
The latter showed marked congestion, some edema, and in some cases a chronic 
lymphadenitis. 

The hemolymph glands showed hyperplasia of the stroma. There was an 
excessive pigmentation. The thyroid showed a slight colloid increase. 

An atrophic emphysema was present in the lower lobe of the lung. Edema 
and congestion were also present. There was an extensive bronchopneumonia of 
the lower lobe and also scattered nodules of small celled infiltration replacing the 
alveolar structure were present, showing no necrosis and containing new blood 
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vessels, most probably secondary nodules of the tumor of the skin. The majority 
of the smaller bronchioles contained purulent exudate, and there were numerous 
fresh and partly organized thrombi found throughout. 

A brown atrophy and occasional fibroid areas were present in the muscle of 
the heart. The secretion of the mitral flaps showed marked sclerosis, with begin- 
ning atheromatous change (old endocarditis). 

There was a marked hyperplasia in the spleen, especially of the follicles, which 
were greatly enlarged, and were much nearer together than normal as a result of 
the atrophy of the intervening pulp. The blood spaces were enlarged; no amyloid 
was found. A small accessory spleen showed similar structure. 

Slight atrophy was present in the kidneys together with a beginning cloudy 
swelling and congestion. 

The majority of the lobules of the liver were large. There was fatty degenera- 
tion of the cells of the central zone and a fatty infiltration of cells in many areas 
of the peripheral zone. There was a congestion of the central vein and capillaries. 
Numerous hypertrophic nuclei were present, without amyloid. 

The suprarenals as well as the pancreas showed postmortem change. 

The pacinian corpuscles showed primary edema and cystic change. 


Pathologic Diagnosis—The diagnosis was: sarcomatosis of the skin; secon- 
dary infection in the tonsils, tongue, cervical of the right lung, axillary, subital and 
inguinal glands (small round cell or lymphosarcoma); melanosis of the skin; 
acute bronchopneumonia, and chronic congestion of the spleen, liver and kidneys. 


The course and clinical picture in this case establish a diagnosis of 
granuloma fungoides. The diagnosis, as so frequently happens, was not 
made until after the appearance of the tumors. In retrospect, the micro- 


scopic observations are identical with those that are now associated with 
the lymphoblastoma, the growth being made up for the most part of 
lymphocytes of which the small round lymphosarcoma type of cell 
predominated. 


Case 2.—History—Mrs. L. L., aged 45, an American housewife, presented 
herself at the clinic on May 11, 1922, at which time she complained of severe 
pruritus of the entire body. She said that the itching had been intermittently 
present during the past six years, first occurring in association with an area of 
redness on the left thigh. New patches continued to appear on various parts of 
the body and four years before examination lesions first Gccurred on the face. 
She had further noticed that these lesions disappeared spontaneously as new ones 
came on. Treatment had been of no avail, had been entirely local, and she now 
sought relief from the intense pruritus. 

Examination.—The patient was a well nourished woman, whose entire trunk and 
extremities presented a diffuse, scaling, erythematous process which was associated 
with ill defined patches of thickening. Arising from this surface, on both the 
trunk and the extremities, were variously sized and shaped areas of infiltration. 
These tended to be circular, were a dull red, and were, for the most part, extensively 
excoriated. The face showed less scaling, but involving the forehead and upper 
half of the nose was a purplish red, similar area of infiltration. There was a slight 
enlargement of all superficial lymph glands, and the liver could be felt just 
below the margin of the ribs. The spleen was not palpable. 

The blood cel! count was always normal. 
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Course-—The patient was seen at irregular intervals over a period of three 
years, during which time she received extensive superficial irradiation and intra- 
venous injections of radium chloride. The response at first was striking, the 
pruritus was promptly controlled and many of the infiltrated lesions rapidly 
involuted. During the third year, treatment was of little avail and the characteristic 
late fungating ulcerative tumors of mycosis appeared. I was later informed that 
the patient had succumbed at her home. 

Biopsy—On March 21, 1925, a small piece of skin was removed with a 
cutaneous punch from one of the infiltrated lesions on the back. The epidermis 
showed a moderate degree of acanthosis with some hyperkeratosis, but was 
everywhere intact. Much as in case 20, a bandlike infiltrate was found, especially 
marked in the papillary layer, but extending well down into the corium, particularly 
about the blood vessels and adnexa. The cells here were large, atypical lympho- 
cytes and large mononuclears, somewhat more mature than those in case 20, in 
addition to which the lymphoblasts were strikingly numerous. There was also 
some giant cell formation, and plasma cells were frequently encountered. More 
marked in certain areas than in others was the active proliferation of the fixed 
connective tissue cells. 


This patient was under observation for more than three years, during 
which time the cutaneous lesions progressed from an eczematoid derma- 
titis, with areas of ill defined infiltration, to the formation of characteristic 
late fungating ulcerative tumors of granuloma fungoides. Unfortu- 
nately, the patient’s death occurred outside the hospital, and postmortem 
examination was not done. The microscopic picture of the involved skin, 


however, parallels closely the typical microscopic observations in the 


other cases of granuloma fungoides. 


Case 3.—History.—J. P., aged 43, a Russian, who was employed as a laborer, 
was seen on Jan. 25, 1925. Nine years before, the patient had noticed a burning 
and itching of the skin. This was associated with swelling and transient erythema, 
and was especially marked about the face. One month before examination, this 
swelling suddenly increased, and at the same time a large tumescence appeared 
in each groin. The treatment had consisted of the usual topical remedies with 
little relief and no improvement. He had not felt well during the past four 
weeks, but did not believe that he had lost any weight. 


Examination.—The patient was a well nourished, adult Russian, whose appear- 
ance was that of one suffering from a severe illness. The skin of the face, and to 
a lesser extent the scalp, presented a diffuse swelling, which resulted in the loss 
of the individual features, and which was brightly erythematous. The process was 
not sharply marginated, and over its surface there was a small amount of fine 
branny desquamation. The skin of the trunk and extremities showed considerable 
diffuse thickening, as well as a reticulated accentuation of the normal cleavage 
furrows. There was seemingly a slight atrophy, associated also with a small 
amount of scaling. In the pressure areas, there was slight capillary hemorrhage 
into the skin. 

Both thighs showed enormous tumescences over the upper medial and anterior 
aspects. These were the size of a fetal head, and on palpation were found to be 
apparently made up of masses of the thickened overlying skin, subcutaneous tissues 
and enormously enlarged lymph glands. In addition, both swellings contained 
reducible hernial contents. The entire group of superficial lymph glands was 
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massively enlarged, the epitrochlear glands being the size of a walnut, and the 
others proportionately enlarged. Over the legs were numerous irregular pigmented 
and depigmented scars, while on the anterior medial aspect of the lower part of 
the left leg, at the junction of the lower and middle one-thirds, were two areas 
of ulceration the size of a silver dollar. The borders were irregular in outline 
and somewhat undermined, while the bases of the lesion were covered with a 
partially dried, greenish, seropurulent exudate. The lesions were soft and only 
slightly painful to palpation. 

Course —Careful examination, including roentgenograms of the chest, failed to 
reveal a mediastinal tumor. Under the usual topical remedies and supportive treat- 
ment, the patient felt somewhat better, and an inguinal gland was removed for 
examination. Two days later, the wound was found to contain a large blood clot, 
which was followed by sloughing and ulceration of the surgical wound. On 
February 14, the patient became dissatisfied and left the hospital against advice. 

Examination of the blood showed: red blood cells, 4,900,000; hemoglobin, 
80 per cent; white blood cells, 6,500; the differential count showed: polymorpho- 
nuclears, 58 per cent; eosinophils, 22 per cent; large lymphocytes, 9 per cent; 
small lymphocytes, 6 per cent; mononuclears, 4 per cent, and basophils, 1 per cent. 
Three days before the patient left the hospital, the observations on the blood were 
essentially the same, namely, 80 per cent hemoglobin; 4,730,000 red blood cells; 
70 per cent hemoglobin; 6,200 white blood cells; 61 per cent neutrophils; eosing- 
phils, 23 per cent; large lymphocytes, 12 per cent; small lymphocytes, 9 per cent; 
basophils, 1 per cent, and mononuclears, 4 per cent. 

Biopsy —On Jan. 25, 1926, a piece of the thickened skin was removed with a 
cutaneous punch from the temporal region just anterior to the hair line. The epi- 
dermis was much thinned, and the section contained a large number of hair follicles 
and sebaceous glands. Scattered throughout the entire corium was an extensive infil- 
tration of small round cells, which showed as a marked hyperplasia of the primitive 
lymph nodes. The infiltration was especially marked about the blood vessels and hair 
follicles, and continued downward with the vessels into the subcutaneous tissues. 
The cells were strikingly lymphoid in type, the vast majority consisting of small 
round lymphocytes, approaching the lymphosarcoma type of cell, with a few lympho- 
blasts. The process closely similated that in case 8, even to the presence of many 
mononuclear eosinophils. There was comparatively little change in the connective 
tissue excepting the subpapillary layer, where in places the normal connective tissue 
had been replaced by a fine, pale-staining reticulum, which was common to this 
group of diseases. 

On January 29, an inguinal gland was removed, and reported on as follows: 
“Chronic infective granuloma, resembling syphilis more than anything else, but 
spirochete staining is negative. . No neoplasm. Lymph node shows syphilitic 
adenitis.” 

The clinical features of this case were most unusual. The marked 
swelling of the skin of the face, brightly erythematous, though obviously 
of some duration, the almost universal dermatitis with thickening and 
desquamation, the areas of ulceration and scar formation and the 
enormously enlarged superficial lymph glands, in the absence of leukemic 
blood changes, made classification difficult. The microscopic examina- 
tion of an inguinal gland was likewise not helpful. The microscopic 
study of the involved skin, however, revealed a microscopic picture 
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common to the lymphoblastomas, which, when viewed in the light of 
other observations, led me to include this condition as an example of 
aleukemic lymphoblastoma. 


Case 4.—History.—H. I., aged 72, a Canadian farmer, was seen on Jan. 16, 
1922, as a refer from the Department of Otology, because of lesions in the mouth. 
The lesion which was present at that time on the alveolar margin had appeared 
five months previously, the patient dating the appearance of the lesion from the 
extraction of all dentures; one month later, the ulceration on the palate appeared ; 
both lesions slowly increased in size since their inception. He thought that he 
had lost some weight, but did not know exactly how much. 

Examination—The patient was rather poorly nourished and presented an 
irregular area of ulceration at the junction of the hard and soft palate, just to the 
left of the midline, the border of which was elevated and slightly rolled, while 
the base was necrotic and bled easily on manipulation. The lesion was firm and 
painful to palpation. On the upper right alveolar margin was an ulcerated area 
with characteristics similar to those described for the lesion on the palate. It was 
felt that the lesions were neoplastic in origin, probably carcinoma, and a small 
piece of the border of the region of the palate was removed for microscopic 
examination, evidence of a malignant growth, however, was not found in the sec- 
tions submitted. 

Course—The patient was next seen exactly two months later, because of a 
generalized eruption which he definitely said had appeared only four days before. 
He said that three years before, and again one year before, he had had similar 
attacks, which in each instance had disappeared in about two weeks. There had 
been little, if any, pruritus associated with the eruption. Both the trunk and the 
extremities at this time presented a great many scattered groups of lesions, varying 
in size from that of a pea to that of an orange, consisting of larger and smaller 
vesicles, many of which had ruptured, the serum drying down to a yellowish 
adherent crust. The lesions were superficial and decidedly inflammatory, and as 
they involuted an area of brownish hyperpigmentation remained. This process 
was thought to be dermatitis herpetiformis and no connection was believed to exist 
between the lesions in the palate, which had undergone little change, and the 
herpetiform eruption which was present at that time. 

The patient was next seen on Aug. 29, 1923, approximately eighteen months later, 
at which time he presented lesions of an entirely different type. The process was 
general in its distribution, but consisted of variously sized, flattened nodular and 
infiltrated plaques. These were reddish brown; some were beginning to take on 
a slight but definite tumescence. The pruritus was then a bothersome symptom. 
In addition, the left testis was involved in a small swelling the size of an orange, 
which was of boardlike hardness, the surface of which was smooth to palpation. 
All of the superficial lymph nodes were palpably enlarged. Eight intravenous injec- 
tions of arsphenamine and x-ray therapy were applied to the lesions of the skin 
and mucous membrane with slight improvement. 

The patient returned again in November, 1923, at which time there was a definite 
increase in the size and symptoms of the lesions of the mouth, and many new 
nodular lesions had appeared over the body (fig. 2). He had lost considerable 
weight and was definitely weaker than before. During the following month he 
rapidly lost ground, and on December 31 was taken with a sudden severe chill, with 
signs of consolidation in the lower base of the right lung. Ten days later he 
was much improved, but from that time the symptoms rapidly became progressively 
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worse, without much change in the lesions of the mucous membrane or skin, and 
on Jan. 31, 1924, following a “cold” of three days, respiration ceased. 

The blood counts were always within normal limits. 

Biopsy —On Nov. 27, 1923, a portion of one of the infiltrated nodules on the 
upper part of the back was removed for microscopic examination. Changes of 
importance were confined to the cutis, where there was again a bandlike cellular 














Fig. 2 (case 4).—Granuloma fungoides; there were flattened nodular and infil- 
trated plaques, with nonulcerated larger tumors on the back. The left testis was 
completely replaced by neoplasm. The oral cavity and pharynx were invaded by a 


tumor. 


infiltrate extending across the section, involving particuiarly the subpapillary layer. 
The papillary layer was almost free from tumor cells. The process was distinctly 
nodular and like the other similarly distributed infiltrates continued downward 
with the vessels, hair follicles and coil glands. There was some proliferation 
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of the fixed connective tissue cells as well as an increase in new blood vessels, 
resulting in a fine reticulum or stroma, scattered throughout which the cells were 
found. Numerous large lymphoblasts with marked mitoses, numerous young lympho- 
cytes and many plasma cells made up the remainder of the infiltrate (figs. 3 and 4). 


Autopsy, Jan. 31, 1924.—The spinal cord was normal except for a slight thick- 
ening of the meninges. The brain showed atrophy, passive congestion, edema and 
sclerosis of the vessels. There were atrophy and congestion of the meninges with 
localized thickenings. The pons were normal. 

There was sclerosis of the choroid plexus. Numerous sand bodies were present, 


without neoplasm. 

















Fig. 3 (case 4).—Section from an infiltrated nodule; bandlike infiltrate extended 
across the section, involving particularly the subpapillary layer. 








The pituitary gland was atrophic. The number of cells was about equally 
eosinophil and basophil. There was an increase of stroma. There was an excess 
of colloid in the intermediate lobe. A pigmentation of the posterior lobe was 
present, but no neoplasm. 

The valves of the heart showed sclerosis. The endocardium was thickened. 
There was a fatty infiltration of the subepicardial fat. A marked subendocardial 
fatty degenerative infiltration was present. There were atrophy and hypertrophy 
of the muscle fibers. There was an advanced coronary sclerosis. Patches of 
fibrosis were found. There were areas of diffuse infiltration of the neoplasm cells 
between the muscle fibers of the heart. The neoplasm had a tendency to grow over 
the endocardium in a flat layer, but in several places in the myocardium was 
distinctly nodular, replacing the heart muscle. 
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There was an advanced atherosclerosis of the aorta with calcification. No 
signs of syphilis were present. 

The tonsils were almost completely replaced by neoplasm cells. There was a 
loss of normal lymphoid tissue, as well as hyperkeratosis. 

The salivary glands were infiltrated throughout by the neoplasm. 

There was an old adenomatous thyroid with little colloid. A marked increase 
of stroma and much calcification of colloid were found. The adenomatous areas 
especially were infiltrated with the neoplasm. 

There were abundant remains of the thymus with many calcified corpuscles of 
Hassall. 

Evidence of an acute purulent lobular pneumonia was present. Many of the 
vessels showed a perivascular infiltration with neoplasm cells. Localized areas of 














Fig. 4 (case 4).—High power view of the infiltrating cells. They are of the 
large round lymphosarcoma type, resting on a fine connective reticulum. 


fibrosis, bronchiectasis, chronic passive congestion and marked thickening of the 
bronchial walls were found. 
The spleen showed atrophy, a chronic passive congestion, an excessive hemolysis 


and a hemosiderin deposit. 
There was a generalized atrophic catarrhal gastro-enteritis. The primitive 


lymph nodes and Peyer’s patches were converted into nodular masses of neoplasm 
of the same type as elsewhere. The entire mucosa of the stomach and intestine 
showed a marked increase of cells of the plasma cell type. In the stomach the 
upper layer of the mucosa, especially, showed a stroma infiltrated with atypical 


plasma cells. 
The appendix was obliterated, but neoplasm was not present. 
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The pancreas was almost entirely replaced by neoplasm which infiltrated it 
diffusely but irregularly. Remains of acini and islands occurred throughout 
the mass. 

The liver presented a marked brown atrophy, a chronic passive congestion, a 
slight icterus and a fatty infiltration of the peripheral zone of the lobule. 

There were multiple metastases to the kidney of a large round cell lympho- 
sarcoma with many cells of the plasma cell type. Large areas of the kidney were 
completely replaced by this growth, the glomeruli resisting longest, while the 
tubules had either compietely disappeared or appeared as atrophic compressed 
structures in the mass of the neoplasm. In the areas in which the kidney structure 
was better preserved and the infiltration of a lesser degree, the cells of the neoplasm 
showed a striking resemblance to the plasma cell collections in acute interstitial 
scarlatinal nephritis. The adipose tissue of the subpelvic mucosa showed a diffuse 
infiltration with tumor cells. 

The suprarenals were almost completely replaced by neoplasm. Only a few 
islands of suprarenal tissue were preserved. 

The mediastinal, some of the bronchial and all of the mesenteric and retro- 
peritoneal nodes showed a complete replacement by cells of the neoplasm type, with 
a loss of lymph gland structure. Some of the bronchial nodes, however, were only 
partly replaced by the neoplasm. Some of the larger masses of neoplasm replacing 
the lymph nodes showed many giant cells of the bone marrow type, localized areas 
resembling areas of Hodgkin’s disease in this respect. These nodes also presented a 
marked increase of stroma, and the atypical giant cells were most abundant where 
the stroma was most marked. 

On the skin was a mycosis fungoides of a large round cell lymphosarcoma type, 
many of the cells being of a plasma cell type while others were larger and multi- 
nuclear. The process extended diffusely through the upper part of the corium, but 
also along the hair follicles, sweat ducts and sebaceous glands into the subcutaneous 
tissue. The process was essentially perivascular through the lymphatics so that 
the majority of the blood vessels were mantled by collections of these cells. The 
number of cells of the plasma cell type was so great that it might be called a 
plasmocytoma. There were few polymorphonuclear eosinophils, but occasional 
eosinophilic plasma cells or Russel-Plimmer bodies occurred, and there was much 
yellowish brown pigment—hemosiderin—just beneath the epidermis. 

The bone marrow contained fatty marrow only. The bone showed marked 
osteoporosis. 

The left testis was completely replaced by tumor tissue of the same type as 
elsewhere, with complete necrosis, An infarcted neoplasm was present. The right 
testis showed marked fibroid atrophy of the tubules, infiltrated everywhere with 
atypical plasma cells of the neoplasm. 

The prostate contained many calcareous concretions. Organizing thrombi were 
found in the prostatic plexus. There were hyperplastic lymph nodes, chronic 
prostatitis and glandular cystic hyperplasia, but no neoplasm. 

The mucosa of the bladder showed localized areas of infiltration with neoplasm 
cells. 

Pathologic Diagnosis—The diagnosis was: mycosis fungoides; plasmocytoma 
of the skin, all the lymph glands, testes and gastro-intestinal tract; addisonian 
pigmentation of the skin (acanthosis nigricans) ; terminal purulent lobular pneu- 
monia with bilateral pleuritis; fatty infiltration and fatty degenerative infiltration 
of the heart, with fibrosis and coronary sclerosis; nutmeg and fatty liver; atrophy 
and passive congestion of all organs; advanced atherosclerosis of the aorta; 
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coronary and cerebral arteriosclerosis; infarction of the left kidney; hyperplasia 
of the median lobe of the prostate; chronic perisplenitis, chronic perihepatitis, and 
old leptomeningitis. 


The terminal clinical observations definitely classified this condition 
as one of granuloma fungoides, which diagnosis was substantiated by 
postmortem examination. The characteristic lymphoblastomatous infil- 
trate was present, invading especially the gastro-intestinal tract, testes 
and all the lymph nodes. The predominating cell was of a large round 
cell lymphosarcoma type, many so closely resembling the plasma cell 
that it may be called a plasmocytoma. 

The early appearance of the neoplasm in the oral cavity of this patient 
distinguished the condition from the usual evolution of granuloma 
fungoides, and served to establish a connecting link between this clinical 
variety and leukemia with clinical involvement of the gastro-intestinal 
tract, such as is described in case 14. If circulating metastases had been 
found on examination of the blood, one would have immediately classi- 
fied this process as leukemic, as was done in case 14, while later the 
typical infiltrating areas of granuloma fungoides made their appearance 
(fig. 2). The recurrent dermatitis herpetiformis-like eruption must be 
regarded as a toxic manifestation occurring in the prefungoid stage, 
although neoplastic infiltrates of the oral cavity were already present. 


Case 5.—History—H. S., aged 24, an American, a railroad conductor, was seen 
on Feb. 8, 1921, at which time he sought advice concerning a persistently pruritic 
eruption. His past history was unimportant. Five years before, a small area of 
dermatitis, the size of a dime, had appeared on the lower part of the abdomen. 
This gradually enlarged, and new lesions appeared on the trunk and extremities. 
During the past two years, generalization had occurred, and during this period 
the pruritus had been increasingly severe. Local treatment had been without avail. 

Examination —The examination revealed a well nourished young man, whose 
skin of the trunk, upper arms and thigh presented a profuse eruption made up of 
many types of lesions. These were variously sized and shaped, ranging from light 
brown pigmented macules through smaller and larger papules, some of which were 
desquamating and deeply infiltrated, forming small nodules, to large thick placques. 
The color variation was from a pale brown to a rather deep brownish purple. The 
outstanding characteristics of the eruption were the polymorphous nature of the 
lesions and the definite marks of pruritus as evidenced by innumerable excoriations. 
There was a slight but definite enlargement of all the superficial lymph glands, but 
the spleen and liver could not be palpated. It was felt at the time that the clinical 
picture represented the prefungoid stage of mycosis fungoides. 

Course——Under roentgen-ray therapy the pruritus improved, but the clinical 
picture remained much the same. The patient continued under observation at this 
time for only five weeks. He was seen a year later, at which time no tumors had 
appeared, but the infiltrated areas were more striking and the pruritus more severe 
and persistent. He received two x-ray treatments but had not been seen or heard 
from since January, 1922. 

Abnormality of the blood was not shown at any time. 
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Biopsy —On Feb. 5, 1921, a small piece of tissue was removed from a papule on 
the left shoulder. There was some down dipping and thickening of the rete peges 
of the epidermis, with thinning over the interpapillary tufts. The infiltrate was 
seen to be confined to the papillary layer, being sharply delimited as is frequently 
described in leukemic infiltrates of the skin. Here localization was not marked, 
but there was some grouping of the cells, which rested on a heavy, pale-staining 
reticulum, which thinned out as it approached the basal layer of the epidermis. 
The infiltrate followed the blood vessels and hair follicles down into the deeper 
layers of the corium. The cell was the lymphocyte type, which was round or oval, 
with a pale-staining protoplasm and an ill defined nucleus approaching closely in 
type young mononuclears. There were a few mature lymphocytes, but no large 
lymphoblasts were seen, and only occasional plasma cells. Everywhere throughout 
the tumor one found a proliferation of the fixed connective tissue cells. 


The chronicity, progression, persistent severe pruritus and type of 
lesions present established a diagnosis of granuloma fungoides of the pre- 
fungoid stage. Microscopically, the limitation of the infiltrate to the 
papillary layer, with some localization about the hair follicles in the 
deeper layers, together with the young lymphocyte as the predominating 
cell type, places this case also in the group of the lymphoblastomas. 
Since the foregoing was written, it has been learned that this patient 
later succumbed to the neoplasm. 


Case 6.—History.—M. F., aged 41, a Canadian, a policeman, entered the clinic 
on Dec. 19, 1919, complaining of a generalized eruption of the skin. For the past 
six years he had had a rebellious itching of the skin which varied somewhat in 
intensity, but which was slowly becoming more intolerable. During the past five 
years a redness and thickening had imperceptibly made their appearance on various 
parts of the body, and about a year before, the first elevated lesion had appeared 
on the abdomen. This rapidly increased in size and soon broke down, leaving a 
large ulcerated surface. Several similar lesions had since appeared. His treat- 
ment had consisted solely of the ingestion of mercury and iodide, which had been 
given because of a positive blood test. He said that he felt well and did not believe 
that he had lost any weight. 


Examination.—Examination revealed a well nourished man, whose entire body, 
excepting only the palms, soles and left cheek, shared in an extensive eruption, in 
which were characteristically pictured the three distinct stages associated with the 
development of the lesions of the skin of granuloma fungoides. There was a 
marked general enlargement of all the palpable lymph glands. The liver was not 
felt, but the spleen was enlarged to three fingerbreadths below the costal margin 
and was smooth and firm to palpation. The remainder of the examination was 
negative. 

Course.—The patient was advised to enter the ward where he received baths and 
local therapy plus exposure to the x-ray. The improvement of the fungating 
lesions was striking, and on Jan. 29, 1920, he was discharged much improved. He 
was next seen on March 22, at which time many new raised and ulcerated lesions 
had made their appearance. In addition, at the sites of the previous lesions the 
skin was markedly hyperpigmented. He had, however, lost some strength; he was 
again given a series of x-ray exposures. In spite of continued x-ray treatments, 
in June of the same year new tumors continued to appear and a marked swelling 
in the left axilla occurred, which apparently consisted of a mass of lymph glands. 
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Several weeks later a similar swelling appeared in the right axilla, and the patient 
was rapidly losing strength. On July 9, death occurred as a result of bronchial 
pneumonia. Laboratory examinations were negative excepting that a positive 
Wassermann reaction of the blood was obtained on three occasions. 

The blood showed: red blood cells, 4,820,000; hemoglobin, 85 per cent; white 
blood cells, 11,100; polymorphonuclears, 79 per cent; small lymphocytes, 5 per cent; 
large lymphocytes, 15 per cent; eosinophils, none, and basophils, 1 per cent. 

Biopsy—With a biopsy punch a small piece of tissue was removed from one of 
the slightly infiltrated placques. Examination with the low power lens showed 
little change in the epithelium, excepting that it was thinned in some places and 
slightly thickened in others. In the papillary layer were numerous localized infil- 
trates consisting of nests of from several dozen to several hundred or more cells, 
These collections of cells were definitely mantled about the blood vessels and hair 
follicles. With high magnification, these cells consisted mainly of small round cells, 
as are seen in sarcoma, with a small amount of cytoplasm. There were also 
numerous fibroblasts, connective tissue cells and an occasional plasma cell. The 
proliferation of the blood vessels was a striking feature. 

Autopsy, July 12, 1920—Simple atrophy, fatty degeneration, a fibroid patch 
beneath the endocardium and a thickening of the endocardium were found in the 
heart. An advanced sclerosis of the aorta was present. 

The diffuse, acute, lungs showed a purulent bronchopneumonia. Small and 
large metastases resembling round cell sarcoma were present. 

The spleen showed chronic perisplenitis and a diffuse lymphoid hyperplasia. 

The suprarenals showed a marked lipoidosis. 

There were a marked cloudy swelling and a simple necrosis of the kidney. 

The pancreas showed complete postmortem change. 

Marked atrophy, fatty infiltration, chronic passive congestion and hyperplasia of 
some of the rudimentary lymph nodes were found in the liver. 

There was marked postmortem change in the gastro-intestinal tract. The lymph 
follicles were hyperplastic, particularly in the colon. 

There were lymphosarcomatous infiltrations of the wall of the stomach. 

A chronic obliterative appendix was present. 

The bladder was normal. 

The prostate showed a chronic prostatitis. 

A fibroid atrophy was present in the testes without spermatogenesis. 

All the lymph nodes were hyperplastic and showed atypical change. 

The mass from the axilla showed lymphosarcoma. 

There was a round cell sarcoma-like growth, the cells for the greater part 
being round cell in type. Many small round cells were present. There was much 
necrosis and gangrene. A secondary infection was present on the surface. In the 
submucous tissues, the neoplasm was infiltrating as a sarcoma, and there was little 
if any inflammatory reaction. 

Pathologic Diagnosis ——The diagnosis was: generalized malignant lymphocytoma 
of the skin, lymph nodes, lungs, spleen and lymphoid apparatus of the gastro- 
intestinal tract; granuloma fungoides; acute bronchopneumonia; serofibrinous 
pleuritis ; atherosclerosis of the aorta, and atrophy of the testes. 


The history, course and clinical observations establish again the diag- 
nosis of granuloma fungoides. The unusual feature is the presence of 
a persistently positive serologic reaction on the blood, which in view of 
the absence of lesions of syphilis anatomically must be regarded as a false 
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positive reaction. Microscopic examination of the infiltrated plaques 
reveals the characteristic early distribution of the cellular infiltrate in the 
lymphoblastoma. The predominating cell type is the small round cell, 
producing a sarcoma-like type of growth, with metastases in all the lymph 


nodes, gastro-intestinal tract, spleen, lungs and skin. 








Fig. 5 (case 7).—Granuloma fungoides, in the prefungoid stage. General infil- 
trated plaques were present, with universal atrophy. 


Case 7.—History.—E. N., aged 46, an American, a garage worker, presented 
himself on Oct. 29, 1927. His past history was unimportant, and he had con- 
sidered himself in excellent health until two years before examination, at which time 
the present eruption first made its appearance. He dated the initial lesions from a 
tonsillectomy which had been performed at that time. The eruption first appeared 
over the leg, gradually extending upward until the entire trunk, upper extremities, 
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face and scalp were involved. He was told that the skin had been poisoned due to 
contact with a rust-proof grease. The pruritus had been slowly progressive, and 
at the time of examination, it was particularly bothersome at night. The scaling 
had never been an unpleasant feature of the process. He had not received internal 
medication, and his only treatment had been in the form of local applications of 
ointments. 

Examination.—The patient was exceptionally well nourished and presented a 
universal eruption which was most pronounced over the extremities, face, flanks and 
buttocks. The most evident feature was the diffuse, underlying, rather bright 
erythema, which was broken especially over the lower part of the back and buttocks 
by circumscribed areas of hyperpigmentation (fig. 5). 

The color change varied from a pale yellow pink through a brownish red to a 
heavy brown, the latter occurring in the sharply circumscribed, definitely infiltrated, 


Fig. 6 (case 7).—Close view of the left thigh and forearm, showing cresentic 
infiltrated plaque and poikiloderma-like changes. 


flattened nodules. There were six such plaquelike infiltrations, several of which 
were cresentic or the shape of a horseshoe. 

Elsewhere, but especially marked over the thighs, arms and forearms, the skin 
was unusually dry, and the epidermis was thin and wrinkled and was covered with 
an almost imperceptible fine branny desquamation. There was no telangiectasia 
to be found; with this exception, however, the change was decidedly suggestive of 
poikiloderma atrophicans vasculare, and closely resembled the dermatitis present 
in case 11 (fig. 6). The skin of the hands, feet and legs showed a marked degree 
of thickening with an accentuation of cleavage lines and dusky erythema. 

All the superficial lymph glands were palpable, those in the inguinal region being 
the size of a plum, while the axillary cervical and epitrochlear glands were roughly 
the size of a large cherry. The spleen was easily felt at the margin of the ribs, 
but the liver could not be palpated. 

Course—Since the first visit, the patient had been seen at regular intervals, 


during which time treatment had consisted mainly of local remedies and superficial 
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x-ray treatments. The pruritus had disappeared, and the patient returned to his 
duties. His general health continued to be excellent, and he informed me that he 
“never felt better.” 

When the patient was admitted to the hospital, examination of the blood 
revealed: 4,990,000 red blood cells, 84 per cent hemoglobin and 17,800 white blood 
cells. The differential count showed: polymorphonuciear neutrophils, 43 per cent; 
mononuclears, 7 per cent; eosinophils, 3 per cent; basophils, 1 per cent; small 
lymphocytes, 14 per cent, and large lymphocytes, 32 per cent. Subsequent counts 
showed little change in the number of white blood cells, but the total lymphocyte 
count increased until the most recent examination showed a total of 67 per cent, 
61 per cent of which were large lymphocytes. 











Fig. 7 (case 7).—Comparatively slight, but definite bandlike infiltrate of the 
lymphocytes, involving chiefly the subpapillary layer, but following downward the 
course of the skin structures. 


Biopsy —On Nov. 3, 1927, a portion of an infiltrated lesion from the lower part 
of the back was removed for microscopic examination. The section showed a 
comparatively slight, but definite, bandlike infiltration in the papillary and sub- 
papillary layers with striking nodal accentuation (fig. 7). Many newly formed 
blood vessels showed the same infiltration, which likewise followed downward the 
course of the structures of the skin. Situated on a reticulum, which was loose in 
the papillary layer, but denser below, and which showed much fibroblastic pro- 
liferation, were the cells of the tumor. These cells were lymphoid in type, varying 
somewhat in size, but were almost exclusively large and small lymphocytes with 
many mature forms (fig. 8). Lymphoblasts were frequently seen. Many of 
the vessels were empty, but some showed an increase in lymphocytes. 
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Several inguinal lymph nodes, removed seven days later, showed large areas 
of atypical lymphoblastoma replacement. Generalized lymphoblastoma was 


reported. 


This case like numbers 9, 10 and 15 demonstrated the striking inter- 
relationship existing between the various types of the lymphoblastomas, 
and served especially to exemplify the futility of a hard and fast clinical 
distinction between the members of this group. Certain of the cutaneous 
changes resembled closely those encountered in poikiloderma atrophicans 
vasculare, while the infiltrated, cresentic plaques, together with the color 














Fig. 8 (case 7).—The infiltrating cells were lymphoid in type, varying some- 
what in size, but were almost exclusively large and small lymphocytes. 


changes and pruritus, were characteristically found in the prefungoid 
stage of granuloma fungoides. In addition, the permanent and progres- 
sive increase in the number of circulating lymphocytes established beyond 


a doubt the clinical diagnosis of leukemia. 


Case 8.—History—Mrs. M. R., aged 32, an American housewife, was seen on 
May 9, 1920. Thirteen months before, several small patches of “eczema” had 
appeared over the abdomen. These had gradually increased in size, attaining some 
depth, and “lumps” had appeared in the center of the involved area. These 
gradually increased in size, some disappearing spontaneously; new tumors made 
their appearance, each tumescence having as its predecessor a patch of eczema for 
a variable period of time. During the past year, her general health had suffered, 
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and she had lost 40 pounds (18 Kg.). There had been no treatment. She said 
that during the past nine years she had had numerous attacks of eczema during 
which the skin cracked and fissured; each attack had been intensely pruritic. 

Examination.—The patient was a somewhat undernourished young woman, who 
also presented a classic clinical picture of granuloma fungoides, showing all three 
stages with large ulcerating and nonulcerating tumors predominating (fig. 9). All 
the superficial lymph glands were definitely enlarged, but neither the spleen nor 
the liver could be felt. 























Fig. 9 (case 8).—Granuloma fungoides, with characteristic late fungating 


tumors. 


Course.—The patient received the usual supportive and topical treatment, as well 


as biweekly superficial x-ray exposures, following which there was some diminution 
in the size of the tumors. The weakness and cachexia, however, progressively 
increased and on May 20, 1920, death ensued from exhaustion. 

The blood picture was always within normal limits, and five days before death 
showed: red blood cells, 4,500,000; hemoglobin, 80 per cent; white blood cells, 
15,000; polymorphonuclears, 60 per cent; large lymphocytes, 7 per cent; small 
lymphocytes, 1 per cent ; eosinophils, 13 per cent ; transitionals, 1 per cent; basophils, 
2 per cent, and mononuclears, 9 per cent. 
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Biopsy.—A piece of tissue was removed from the edge of an ulcerating lesion 
on the back. The intact epithelium was hyperplastic, but as it approached the 
area of ulceration thinned out until it was lost entirely. The remainder of the 
section was composed of a massive cellular infiltrate, with the amount of stroma 
diminishing as the papillary layer was left (fig. 10). Higher magnification revealed 
the typical picture of lymphosarcoma, except that the stroma of the connective 
tissue was preserved. The predominating cell type was a large lymphocytic, pale- 
staining, endothelial-like cell, showing many active mitoses (fig. 11). Many young 
connective tissue cells were also seen, as were numerous eosinophils, especially 
mononuclear in type with a fine granular cytoplasm. The blood vessels showed a 


rather marked increase in leukocytes. 











Fig. 10 (case 8).—Lymphosarcoma-like neoplasm from the edge of the ulcerat- 


ing tumor. 


Autopsy, May 21, 1920—There was acute congestion and edema of the lungs, 
without neoplasms. 

Atrophy and a chronic passive congestion were present in the spleen. There 
were no typical normal follicles. Sclerosis of the vessels, an increase in stroma 
and a diffuse lymphoid hyperplasia were found. 

There was a congestion atrophy and cloudy swelling, but no neoplasm of the 
suprarenals. 

A subacute parenchymatous degenerative nephritis was found in the kidney. 

Atrophy of the pancreas was present. 

The liver showed fatty infiltration, brown atrophy and a cloudy swelling. 

There was a marked chronic catarrhal gastritis. 

The duodenum showed a marked catarrhal duodenitis. 
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The gallbladder was normal. 

A slight chronic inflammation was seen in the urinary bladder. 

There was atrophy of the endometrium of the uterus. The cervix showed 
adenomatous erosion. Chronic catarrh was present. 

The ovaries were normal. 

The fallopian tubes showed a chronic fibroid salpingitis. 

There was an atypical chronic lymphadenitis, with a marked increase in stroma. 
Hemorrhage, sclerosis of the vessels and atypical lymphoid hyperplasia were 
present. 

The fatty marrow of the tibia showed a lymphoid hyperplasia between the fat 


cells. 














Fig. 11 (case 8).—Large pale-staining endothelial-like cells of the lymphocytic 
series predominated with the higher magnification. 


Sections of the skin showed all stages from a fully developed lymphosarcoma- 
like neoplasm to areas of complete fibrosis covered by thin pigmented skin or to 
ulcers or eschors, the sloughs of which contained many bacteria; some contained 
maggots. The sections represented the various stages in the x-ray treatment of a 
lymphocytoma-like type of mycosis fungoides. Many of the areas showed a com- 
plete disappearance of the neoplasm and dense scar tissue formation. The epidermis 
in many places was heavily pigmented. Some areas showed a gangrenous, 
phlegmonous process. 


Pathologic Diagnosis —The diagnosis was: leukemic lymphocytoma of the skin, 
lymph glands, spleen and bone marrow; mycosis fungoides; no metastases in the 
other organs; extensive x-ray necrosis, gangrene phlegmon, scar tissue formation 
nd pigmentation; marked infection of the necrotic areas; mycosis; subacute 
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parenchymatous degenerative nephritis; chronic fibroid salpingitis; chronic 
cervicitis, and atrophy and passive congestion and parenchymatous degeneration of 
all the organs. 


The appearance of large ulcerating and nonulcerating tumors, on a 
nonspecific eczematoid process, the associated intense pruritus and the 
fatal issue established a clinical diagnosis of granuloma fungoides. The 
blood picture was featured by a persistent moderate increase in eosino- 
phils, which type of cell was likewise especially prevalent in the biopsy 
section examined. Anatomically, the neoplasm involved only the skin, 
spleen, bone marrow and lymph glands, showing in the involved areas a 


fully developed lymphosarcoma-like type of growth. 


Case 9.—History.—M. M., a man, aged 68, a Russian, a salesman, was seen on 
Jan. 27, 1927. Nine months previous to admission to the clinic, he had first noted 
itching and burning of the skin of the entire body. Several months later, he became 
aware of the persistent exfoliation which was likewise general. At that time, he 
received heliotherapy and x-ray treatments, as well as doses of solution of potassium 
arsenite, over a period of sorhe months. The itching and burning, as well as the 
exfoliation, however, continued to progress, and during the past several weeks 
before admission, he had noted a discoloration of the skin, as well as an excessive 
dryness with a tendency for the production of fissures. Recently, small “lumps” had 
appeared over the upper part of the back and shoulders. He thought that his 
general health was unimpaired, he had lost no weight, and had an excellent 
appetite. 

Examination.—The patient was an elderly man, whose nutrition was good, and 
who presented a process involving the entire surface of the skin. The process 
consisted of a diffuse thickening, which was an unusual reddish yellow. Super- 
imposed on the background were numerous round and oval lesions, which varied 
from the smallest papule, the size of a pea, to confluent plaques as large as the 
patient’s palm (fig. 12). These areas were slightly infiltrated, and associated with 
the whole cutaneous change was considerable fine desquamation. The superficial 
lymph glands were all markedly enlarged, varying from epitrochlears the size of a 
cherry to glands the size of a pigeon’s egg in the groin and axillae. The spleen 
was also easily felt. Both buccal surfaces were markedly reddened, but no definite 
areas of ulceration were seen. This patient remained under observation only one 
week, during which time there was no appreciable change in his condition, and no 
further information was obtained with general or special examinations. 

The initial examination of the blood showed: 4,860,000 red blood cells, 82 per 
cent hemoglobin and 25,000 white blood cells. The differential count revealed: 
46 per cent neutrophils, 40 per cent lymphocytes, 5 per cent eosinophils and 8 per 
cent monenuclears. The day of his discharge from the hospital, the blood showed: 
white blood cells, 24,200; neutrophils, 29 per cent; large lymphocytes, 48 per cent; 
small lymphocytes, 19 per cent; eosinophils, 3 per cent, and basophils, 1 per cent. 

Biopsy.—On Feb. 1, 1927, one of the small nodules was removed from the right 
shoulder. The squamous epithelium showed a marked localized hyperplasia with 
a deep prolongation of the rete pegs, and in other places the epidermis was 
reduced to two or three rows of cells. Throughout the upper half of the corium 
was a diffuse cellular infiltration, while in the lower half, the infiltration was 
continued in a perivascular manner (fig. 13). There was relatively little fibro- 
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blastic change. The cells were distinctly one type, but represented different forms 
of differentiation. They approached the mononuclear lymphocyte in size and 
veneral shape, but tinctorially reacted differently, although few heavily staining 
nuclei were seen (fig. 14). The lymphoblasts were of frequent occurrence. The 
vessels that contained blood showed numerous cells of the lymphocyte series. 











Fig. 12 (case 9).—Granuloma fungoides (?). There was a universal diffuse 
thickening suggesting leukemia, with many flat nodular lesions and heavily 
nfiltrated confluent plaques. 


At the time this patient was under observation, a sharp clinical classi- 


fication was extremely difficult. The definite increase in the number of 


lymphocytes, as well as of white blood cells, would include this case in the 
group of leukemias, the cutaneous picture with the large number of flat 
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nodular lesions and heavily infiltrated confluent plaques, however, led 
me to include this process as one of granuloma fungoides in the early 
tumor stage. The microscopic picture was compatible with either clinical 


diagnosis. 


Case 10.—History—O. B., aged 15, an American schoolboy, was seen on 
March 27, 1925. He had considered himself well until six months before examina- 
tion, at which time he began to have a series of “boils” on the right leg. These 
gradually disappeared, but new similar lesions occurred in the right thigh, back 
and forehead. Four weeks before examination he noted a swelling of both ankles 

















Fig. 13 (case 9).—Section of one of the small nodules, showing diffuse cellular 
infiltrate in the corium, which continued in a perivascular manner. 


and the abdomen, as well as some shortness of breath, all of which had been 
progressive during this period. 

Examination—The boy was thin, much emaciated, pale and dyspneic. He 
coughed and raised some mucopurulent material. Generally distributed over the 
surface of the skin, but with the trunk as the predilected site, was a maculo- 
papular eruption. The lesions varied in size from a pinhead to a large pea and 
were brownish red. There was some tendency for the lesions to coalesce. Over 
the buttocks and on the left arm were numerous furuncle-like ulcerated lesions the 
size of a large walnut. These lesions had a necrotic center and were somewhat 
fungating in character. 

Course-—When the patient was admitted to the hospital, he was immediately 
given a transfusion; he was given another one two days later. The general condi- 
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tion, however, grew progressively worse, the dyspnea increased, and he developed 
a right-sided pleurisy with signs of bronchial pneumonia. He succumbed six weeks 
after admission to the hospital. The lesions showed little if any change during the 
patient’s stay in the hospital other than to increase slightly in size. 

Observations on the blood revealed: 560,000 red blood cells; 12 per cent hemo- 
globin, and 45,000 white blood cells, of which 61 per cent were counted as neutro- 
phils, 11 per cent as myeloblasts, 5 per cent neutrophilic myelocytes, 11 per cent 
small lymphocytes, 5 per cent transitionals, 2 per cent normoblasts and 5 per cent 
unclassified. Following both transfusions there was an appreciable improvement 
in the hemoglobin and the number of red blood cells, but the differential count 
remained essentially as given. 








Fig. 14 (case 9).—The infiltrate in this case likewise consists of cells of the 
lymphocyte series, somewhat atypical, approaching the mononuclear lymphocyte in 
size and general shape. The lymphoblasts were of frequent occurrence. 


Biopsy.—A reddish brown papule, the size of a pea, was excised from the lower 
part of the back on March 30, 1925. The epidermal changes were not significant. 
Scattered throughout the section, but more marked in the lower portion of the 
corium and closely following the course of the small blood vessels, was an atypical 
lymphocytic infiltration. These cells most closely resembled small and large mono- 
nuclears, in addition to which there were many large lymphoblasts. In the 
subpapillary layer and obviously furnishing the stroma for this growth was the char- 
acteristic fine, loose reticulum almost devoid of stain. There seemed to be little 
if any involvement of the primitive lymph nodes. The blood vessels were empty. 


Autopsy, May 4, 1925.—The pineal gland did not show calcification. 
The pituitary was of about normal size; it contained eosinophils in excess, but 


no infiltrations. 
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The heart showed subepicardial serous atrophy of the fat tissue. There were 
umerous plasma cells and atypical lymphocytes in the subepicardial tissues. The 
muscle showed fatty degenerative infiltration beneath the epicardium. The blood 
vessels contained few white cells, the clots between the trabeculae, however, were 
rich in white ceils, numerous monocytes and atypical lymphocytes. The aorta was 
normal. 

The lungs showed a marked congestion and edema. There was an increase of 
lymphocytes in the blood vessels throughout. Numerous reticulo-endothelial and 
eosinophilic cells were present in the subpleural tissue. The peribronchial primitive 
lymph nodes were everywhere replaced by atypical lymphocytic infiltrations. There 
were localized thickenings of the pleura, with adhesions. 

The colloid of the thyroid was about normal; infiltrations were not present. 

Atrophy, many atypical reticulo-endothelial cells, many eosinophils and pig- 
mented phagocytes were found in the thymus. 

The spleen showed atypical lymphocytic hyperplasia with many monocytes and 
eosinophilic cells, an increase of stroma and hyperplasia of the reticulo-endothelium, 
excessive hemolysis, much hemosiderin, and multiple anemic infarctions. The pic- 
ture was that of a lymphatic leukemia. 

An acute catarrhal colitis of moderate degree was present in the colon. 

The appendix showed lymphoid hyperplasia, chronic catarrh and subperitoneal 
small celled infiltrations. 

There was an atypical lymphoid hyperplasia of the Peyer’s patches and solitary 
follicles with reticulo-endothelial proliferation and phagocytes containing hemo- 
siderin in the small intestine. Atrophy of the mucosa with catarrh was present. 

A chronic atrophic catarrhal gastritis was found. 

The liver presented the appearance of a lymphatic leukemia of moderate degree. 
The capillaries showed atypical lymphocytes, both small and large, with 
few eosinophilic myelocytes. There was a lymphocytic infiltration of the periportal 
tissues; pigmented reticulo-endothelial cells occurred in this infiltration. In some 
portions of the liver the infiltrations were massive. 

There was a moderate lipoidosis of the suprarenal glands without infiltrations. 

There was a marked atypical lymphocytic infiltration of the subpelvic mucosa, 
with similar infiltrations scattered through the cortex and medulla. Numerous 
eosinophils, cells of the plasma cell type, large monocytes and many pigmented 
reticulo-endothelial cells were seen. 

All of the lymph nodes showed atypical lymphoid hyperplasia with reticulo- 
endothelial proliferation and phagocytes containing hemosiderin. 

The peritoneum, pleura and pericardium showed reticulo-endothelial prolifera- 
tion, with eosinophils and pigmented phagocytes. 

The bone contained atypical lymphoblastomatous marrow with numerous eosino- 
phils and pigmented phagocytes. 

There was a marked condition of leukemia cutis of the lymphocyte type. 
Ulceration, gangrene and secondary pyogenic infection were found. Many colonies 
of cocci and mycosis fungoides were present. The skin throughout showed a 
marked pigmentation of the rete pegs, and there were mycotic and premycotic 
infiltrations throughout the corium. Every stage of transition from the premycotic 
to the fully developed lymphocytic mycotic and leukemic stages was present. Some 
areas showed marked atrophy and pigmentation of the epidermis with hyperplasia 
of the horny layer, and beneath this were large areas of atypical fibrosis, with 
atrophy of the skin structures characteristic of the effects of irradiation. Through 
these areas of fibrosis the lymphocytic proliferations were reduced to small peri- 
vascular areas. 
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Serous atrophy and a marked reticulo-endothelial hyperplasia were found in the 
adipose tissues. 

There was a slight atypical hyperplasia of the primitive lymph nodes of the 
prostate with eosinophils. 

The testes showed marked atypical lymphocytic infiltration of the stroma, with 
many eosinophils, plasma cells and hypertrophic reticulo-endothelial cells. 

The seminal vesicles were normal. 

The bladder was normal. 

Pathologic Diagnosis—The diagnosis was: mycosis fungoides with generalized 
lymphoblastomatosis of the skin, bone marrow, lymph nodes, spleen, lungs, liver, 
kidneys, intestines, testes and serous membranes; early leukemic transformation ; 
areas of irradiation, atrophy and pigmentation of the skin; multiple cutaneous 
ulcers, secondary infestation; atrophy, parenchymatous degeneration and fatty 
degenerative infiltration of all organs; generalized passive congestion and edema; 
hydrothorax, hydropericardium, ascites, edema of the scrotum and feet; subserous 
serous petechiae of the heart, lungs and parietal pleura and hypoplasia of the aorta. 


This patient, like the patients in cases 7, 9 and 15, had a borderline 


condition, and presented features commonly associated with the changes 
in both groups. Clinically, the multiple small papular lesions resembled 
the circumscribed leukemic infiltrates, while the larger fungating nodules 
were those found late in the course of granuloma fungoides. Likewise, 
the microscopic changes were unusual, atypical, lymphoid hyperplasia 
with reticulo-endothelial proliferation, and early leukemic changes were 
found in the skin, bone marrow, lymph nodes, spleen, lungs, liver, kid- 
neys, intestines, testes and serous membranes. Further, the lack of 
differentiation of the circulating tumor cells gave a blood picture which 
was unsatisfactory and of little help, as not infrequently occurs in early 
lymphoblastomatous changes. 


Case 11.—History—F. W., aged 32, an American, a locomotive fireman, was 
seen on May 6, 1924, four days after the patient in case 12 had presented himself 
at the clinic, and like the patient in case 12 had been under observation since that 
time. His past history was negative, and he was insistent that the first eruption 
had appeared only eight weeks before. This eruption had occurred first on the 
hands and arms as a minute vesicular eruption, which later dried and scaled. He 
attributed the condition of the skin to exposure to a case of poison ivy dermatitis, 
which he said his original eruption closely simulated. The pruritus was continuous 
and severe, and the treatment had been local and without relief. 

Examination.—The patient was a well nourished young man whose entire cuta- 
neous envelop was involved in a scaly erythematous eruption. The scaling was 
profuse, and over the trunk the epidemis was exfoliated in large sheets. At the 
flexor surfaces, there was considerable fissuring and crusting, but the most striking 
feature of the process after the erythema and scaling was the almost universal 
increase in thickness in the skin. Both the hands and the feet showed mild dusky 
cyanosis. The superficial lymph glands were all enlarged to about the size of a 
large cherry (fig. 15 A). 

Course—He remained in the hospital about six weeks, during which time he 
received ten intravenous injections of sodium thiosulphate, as it was thought that 
the dermatitis might possibly be due to poisoning with a heavy metal. The improve- 
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ment following this treatment was striking. The pruritus promptly lessened, he 
gained in strength, and early in July was discharged from the hospital much 
improved. He was seen again in November, 1924, at which time the skin showed 
little if any change, although the exfoliation was less marked. The pruritus, 


however, continued unabated. His next visit was in March, 1926, at which time he 
again showed considerable desquamation and dull erythema. He had obviously lost 





Fig. 15 (case 11).—A (June, 1924), universal scaly erythroderma; the skin 
was much thickened all over the body. B (February, 1928), photograph showing 


striking change in the appearance of the skin and general condition. The thickening 
and heavy desquamation have been replaced by a fine reticulated atrophy on a 


background of pale erythema. 


weight and strength. In July and again in December, 1926, he had two striking 
exacerbations, during which time symptoms, exfoliation and erythema became more 
marked. During this period, he was dangerously ill for two weeks, and there was 
considerable fissuring and hemorrhage from the skin, especially about the flexor 
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surfaces. His family was notified that death was almost momentarily expected. 
He survived, however, and during the latter part of January, the process had again 
retrogressed, he was able to be up and about, and the only progressive clinical sign 
had been the slow but progressive increase in the size of all the superficial lymph 
glands. 

He was not seen again until Feb. 25, 1928, about one year following his previous 
visit, during which time a most remarkable change had occurred, apparently without 
any particular therapy (fig. 15 B). He had returned to work as locomotive fireman, 
had gained 30 pounds (13.6 Kg.), the pruritus had disappeared and he considered 
himself a well man. The skin, too, had shown the most unusual transition. In 


place of the heavy desquamation and deep erythema with thickening that he had 


presented a year before, the skin was much thinned and approached the normal in 
texture. There remained a peculiar, fine, reticulated atrophy associated with an 
almost imperceptible desquamation on a background of pale erythema. This was 
seemingly made up of an extremely fine reticulum of minute telangiectasia. The 
picture resembled a universal, mild light or roentgen-ray dermatitis, or suggested a 
poikiloderma atrophicans vasculare, and called to mind Wise’s” case which pro- 
voked so much comment and discussion. The lymph glands were likewise altered, 
having reduced very much in size, those in the inguinal region being no longer 
visible. The initial examination of the blood revealed: 4,220,000 red blood cells, 
85 per cent hemoglobin, and 15,400 white blood cells. The differential count 
showed: 60 per cent polymorphonuclears, 14 per cent large lymphocytes, 12 per cent 
small lymphocytes, 8 per cent eosinophils, no basophils, 3 per cent mononuclears 
and 3 per cent transitionals. The number of leukocytes was high in March, 1926, 
being 29,800, and again in January, 1927, being 28,000, and on Feb. 25, 1928, they 
had returned to less than 10,000 for the first time since the patient had been under 
observation. The number of lymphocytes had varied from 18 to 45 per cent, which 
latter count was reached in January, 1927. On several occasions, however, he had 
shown a striking eosinophilia, the total eosinophil count on one occasion reaching 
34 per cent. 

Biopsy.—Four pieces of tissue were removed at different times for microscopic 
examination, all of which were taken from the upper part of the back. 

The first microscopic examination of the skin was made on June 4, 1924. At 
that time the epithelium showed a moderate acanthosis with slight parakeratosis 
and thickening of the rete pegs. Scattered throughout the papillary area, and to 
a lesser extent extending up into the interpapillary tufts, were nests of heavily 
staining cells. These occurred in small groups or nodules as if involving the 
primitive lymph nodes, and were also found especially about the blood vessels and 
hair follicles. On higher magnification, these cells were seen to be round cells of 
two types. The predominating cell was a large, irregularly round, pale-staining, 
embryonal lymphocyte, in addition to which there were numerous more mature 
lymphocytes with heavily staining nuclei. There were no striking increase in new 
blood vessels, no plasma cells and no eosinophils; fibroblastic proliferation, how- 
ever, was in evidence. 

The second specimen was removed on Nov. 27, 1924, and showed essentially 
the same picture as the first, except that the process was much more marked 
(fig. 16) and occupied the entire papillary layer with a bandlike infiltrate extend- 
ing completely across the section, but with definite nodal accentuations. The vessels 
ind parts of the hair follicles visible in the subpapillary layer were surrounded 
with a similar infiltrate. The cell types were similar to those described in the 
lirst section, except that fewer mature lymphocytes were seen. The new formation 


13. Wise, Fred: Lymphadenosis Cutis Universalis, Associated with Generalized 
Erythrodermia and Atrophy of the Skin, Tr. A. M. A., 1917, p. 170. 
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of blood vessels was in evidence, as well as a great number of young connective 
tissues. Tumor cells appeared to be resting on the fine reticulum thus produced. 

The third piece of tissue was removed on March 11, 1926, and showed a marked 
hyperplasia of the epidermis with hyperkeratosis. It resembled the previous section, 
the bandlike infiltrate still showing, but had not extended deeper into the corium. 
The cells were mostly mononuclears, although some polymorphonuclears were seen. 
The mononuclears were of a more adult form, although numerous pale-staining, 
large, oval to round, younger lymphocytes, and a few lymphoblasts were in evi- 
dence. There was a marked increase in new blood vessels. 

On Feb. 25, 1928, the final piece of skin was removed, and it showed a decided 
change from those previously described (fig. 17). The epidermis was markedly 














Fig. 16 (case 11).—Section from the upper part of the back (November, 1924) 
showing bandlike infiltration with nodal accentuations. 


thin, and the infiltrate formerly seen in the papillary layer had almost entirely disap- 
peared. Comparatively, only a few cells remained. With the decrease in the 
number of cellular constituents, the newly formed blood vessels predominated the 
picture, the process resembling the microscopic picture seen in psoriasis. The 
cells in the papillary layer were mostly fully matured, small lymphocytes with 
many fibroblasts and a few polymorphonuclear leukocytes. There were also many 
coarsely granular, greenish yellow clumps of pigment present which gave a slight 


iron reaction. 


The variability of the clinical features in the condition of this patient 


typifies the striking changes which may be encountered in the evolution 
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of the lymphoblastomatous changes without apparent regard to thera- 


peutic procedures. The sudden appearance of an acute dermatitis fol- 


lowed almost immediately with a universal scaly erythroderma, with a 
visible enlargement of the superficial lymph glands, and a slow progres- 
sive increasing in white blood cells, with a lymphocytic count at or above 
the upper limit of normal, together with progressive microscopic changes 
in the skin thoroughly compatible with lymphoblastomatous changes, 
led me to believe that I was dealing with leukemic changes, as those 
which occurred in the patient in case 12. 











Fig. 17 (case 11).—Section of the skin from the upper part of the back under 
higher magnification (February, 1928). The infiltrate seen in figure 15, B, has 
almost entirely disappeared. The young blood vessels and connective tissue 
reticulum dominate the picture. 


If I am to judge from previous experience, the alleviation of this 
man’s symptoms, the return of the blood count to normal and the disap- 
pearance of what I believe to be the characteristic infiltration of the skin 
are unexplained temporary changes, and like Wise’s patient, he will 
eventually succumb to this slow-growing neoplasm. 

Cast 12.—History—H. L., aged 74, a carpenter, an American, presented him- 
self at the clinic on May 2, 1924. He dated his first symptom from 1914, at which 


time he had had abdominal pain from three to four hours after meals. This was 
quickly relieved by the taking of soda or a small amount of food. This train of 
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symptoms persisted for almost a year, only to recur again in 1923. At that time 
an appendectomy was done, and the abdominal cavity was explored, but pathologic 
changes were not uncovered. As near as he could recall, it was at about this 
time that redness and itching made their appearance over the upper part of the back. 
Nothing seemed to relieve the severe pruritus, and soon the anterior surface of 
the thorax was involved in a similar process, and in less than twelve months the 
changes in the skin gradually became universal. 

E-xamination—The patient was a well preserved man for his age and presented 
universal hyperpigmentation, which was a peculiar reddish brown. There was no 
associated scaling, weeping or crusting, and the skin was not especially thickened 
or infiltrated. Pigmentation was in part due to a mottled erythema which blanched 
easily on pressure, leaving a definite yellow tinge to the skin, which seemingly 
might have been due to a slight icterus, although the sclerae did not show any 
discoloration. These changes were most marked about the abdomen and here 
especially there appeared to be some slight atrophy; the mottled erythema on close 
inspection appeared to be due to a fine capillary dilatation. No nodules or localized 
areas of infiltration could be found. All of the superficial lymph glands were 
enlarged, particularly those in the inguinal regions, which were the size of large 
olives. There was also a recent 6 inch (15.24 cm.) linear scar just to the right of 
the midline. Abdominal palpation was not entirely satisfactory, but there seemed 
to be a tumor mass in the upper right quadrant. 

Course—The patient had been under observation at irregular intervals since 
the time of examination. Several careful gastro-intestinal x-ray studies, as well 
as a second abdominal exploratory operation, failed to demonstrate any pathologic 
condition of the gastro-intestinal tract. During the first year, there was little 
change in the patient’s condition, but when he was seen in August, 1925, it was 
noted that the brownish-red-yellow discoloration seen at the time of entrance to the 
clinic was gradually being replaced by a universal erythema with true exfoliation. 
During the following year the skin slowly became more infiltrated, and he presented 
the clinical picture of a universal exfoliating dermatitis. During the ensuing year, 
however, the most marked change occurred. He was seen again on Aug. 25, 1927, 
since which time he had been continuously under observation. He presented a 
typical picture of a universal, scaling erythroderma with a uniform infiltration of 
the skin, as well as a marked dyskeratosis of the nails, and an extensive hyper- 
keratosis of the palms and soles. The inguinal lymph glands which had enlarged 
were the size of a small orange, and the other palpable glands were likewise propor- 
tionately enlarged. He had suffered a marked loss of weight and strength and 
the pruritus was severe and seemingly almost unbearable, as he continuously 
rubbed one portion of his body and then another. 

During the past seven months, he had withstood several severe infections of the 
upper respiratory tract and in spite of several serious set-backs he had not been 
confined to bed for more than two weeks at a time, although obviously he was 
monthly losing ground, and it would seem that he could not survive much longer. 
Within the past month, he had had a severe and extensive impetiginous process 
which had its beginning in the scalp and which spread rapidly to the thorax and 


upper extremities. One striking change had occurred in the appearance of the 
erythroderma (fig. 18) and that was the slow appearance of variously sized areas 
of depigmentation, especially over the back, much as are seen in association with 


the circumscribed areas of hyperpigmentation early in the course of granuloma 
fungoides. Some had their beginning as irregular small patches of denudation, the 
size of a coin, while in the larger areas the pigment was insiduously lost. During 
recent weeks these larger areas were rapidly blanching and taking on the appear- 
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ance of pink normal skin, except for numerous small freckle-like macules. This 
phenomenon had appeared within the past four months, and the number of such 
depigmented areas, as well as their size, were notably and rapidly increasing. There 
was no other appreciable clinical change; pathologically, the sections of the skin 
from the depigmented areas were identical with tissue from the adjacent area, 
except for the striking absence of pigment granules in the one. 








Fig. 18 (case 12).—Universal leukemia cutis (March, 1928), with circum- 


scribed areas of depigmentation insiduously appearing during the past four months. 


During the first year, repeated examinations on the blood showed that tle cell 
counts were within normal limits; on Nov. 16, 1925, however, there were found 
9,400 white blood cells and 41 per cent lymphocytes. The number of lymphocytes 
shortly afterward returned to well within normal limits, when in July, 1926, a 
lymphocytosis of 40 per cent was again encountered, with the number of white 
blood cells 8,000. When the patient returned in August, 1927, the initial blood 
count showed: white blood cells, 12,300; polymorphonuclears, 50 per cent; eosino- 
phils, 6 per cent; transitionals, 2 per cent; mononuclears, 1 per cent; large lympho- 
cytes, 23 per cent, and small lymphocytes, 18 per cent. Since that time, the 
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leukocytosis had varied from 50,600 white blood cells in December, 1927, to 8,000 
white blood cells in April, 1928, but the lymphocytosis had been permanently and 
progessively increasing until the most recent lymphocytic count yielded 75 per cent 


lymphocytes. 

Biopsy.—Microscopic examination of the skin of this patient had been under- 
taken on four occasions. All pieces of the tissue examined, with the exception of 
specimen 3, were removed from the upper part of the back. 

The first biopsy was done on March 3, 1925. There was little, if any, change in 
the epidermis, except some slight hyperkeratosis; the presence of melanin was 
confined chiefly to the basal layer. In the upper corium there was a somewhat 
localized cellular infiltrate of moderate degree, situated chiefly about the blood 
vessels, but not extending down into the papillary layer. For the most part, the 
cells were mononuclear lymphocytes of the adult type and were situated on a fine 
connective tissue reticulum. 

















19 (case 12).—Heavy bandlike cellular infiltrate (March, 1928). 


On Nov. 29, 1925, a second piece of skin was examined, which showed a slight 
hyperplasia of the epidermis, and revealed the infiltrate which was limited to the 
upper layers of the corium to be more diffuse and bandlike than was seen in the 
previous section. Throughout the papillary layer was a moderate amount of 
fibrosis. The cells again were most numerous about the blood vessels with a 
preponderance of small mononuclear lymphocytes as well as many typical embryonal 
lymphocytes and some large lymphoblasts. Numerous mitotic figures were seen. 

In October, 1927, at the time of the removal of the inguinal gland, a small 
portion of skin was taken from the surgical incision. Again, there was some hyper- 
plasia of the epidermis, with a heavier, sharp band of infiltrate extending com: 
pletely across the section, but dipping only slightly down into the corium, and here 
again it was localized about the blood vessels and hair follicles. The vessels were 
all filled with blood, and showed many lymphocytes, in addition to which there was 
considerable fresh hemorrhage throughout the section. The cellular picture 
remained much the same with the exception of an increase in the number of 
lymphoblasts. The lymphocytes varied greatly in staining qualities, the size and 
number of the young and mature forms being about equal. 
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The most recent microscopic examination of the skin was done on March 12, 
1928. The epidermis was much the same as it had been six months previously, 
except that the rete pegs were greatly thickened (fig. 19). The infiltrate in the 
upper layers of the corium was more marked than in any of the previous sections, 
and followed the blood vessels and adnexa down into the deeper layers of the 
corium. Cells of the whole lymphocytic series were seen. Lymphoblasts were 
numerous and were easily seen under low power (fig. 20). Young mononuclears 
occurred in large numbers, and there were many deeply staining mature lymphocytes 
with a small amount of cytoplasm. The stroma consisted of a comparatively 
heavy, pale-staining reticulum, rich in fibroblasts. At that time there were a few 
polymorphonuclear leukocytes, as well as numerous plasma cells. 














Fig. 20 (case 12).—Detailed higher magnification of cellular infiltrate shown in 
figure 18. The cells of the whole lymphocytic series are seen resting on the 


characteristic fine connective tissue reticulum. 


On Oct. 3, 1927, a lymph gland was removed from the inguinal region for 
microscopic examination and was reported as follows: 

“Atypical lymphoid hyperplasia. Atypical hyperplasia of the reticulo-endothe- 
lium. Some myeloid cells present. Few eosinophiles. Structure of the lymph 
node still preserved, in many parts showing exhausted centers, and there is much 
deep brown to black pigment in the endothelium lining the sinuses. Very suspicious 
of early Hodgkin’s or lymphocytoma.” 


This patient has been under observation almost continuously for more 
than four years, and like the patient in case 14, who was seen almost daily 
for more than three years, has given a most unusual opportunity to 
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follow the progressive changes occurring in this form of lymphoblastoma. 
Again as in case 14, I was able to see the earliest changes in the skin as 
typified by the infiltrate which involved the primitive lymph nodes, and 
extended and produced the bandlike infiltrate of lymphocytes involving 
the upper layers of the corium, so characteristic of late lymphoblastoma- 


tous invasion of the skin. Coincident with this change came a clinical 
alteration of the color and texture of the skin, which produced a derma- 
titis with exfoliation and enlargement of the superficial lymph glands, 
which prompted several observers to regard the condition as one of 
pityriasis rubra of Hebra, the validity of which term has recently been 
questioned by Barney.'* Again, as in case 14, with the establishment 
of a permanent and progressive increase in circulating lymphocytes, the 
process was properly classified as a leukemic lymphoblastoma. 


Case 13.—History.—J. W. P., a man, aged 56, a carpenter, was seen on Oct. 12, 
1919, complaining of a generalized eruption. The family history was in no way related 
to the complaint. At the age of 21, the patient had had gonorrhea without attendant 
complications or resultant sequelae. There was no history of syphilis. At the 
age of 50, a fine papular and vesicular eruption had appeared on both lower legs, 
which was extremely pruritic. This was treated as an “eczema,” but did not 
respond to the therapy instituted; it gradually extended, until four years later the 
entire body was involved. Baths and many ointments had been used; nothing, 
however, seemed to influence favorably the course of the eruption. During the 
past year, he had been unable to work because of the marked fissuring of the palms, 
which, together with the sensations of chilliness and puritus, constituted his chief 
complaints. 

Examination—The patient was a well nourished and well preserved man, just 
beyond middle life, who walked into the clinic. He did not appear strikingly ill, 
and was unusually cheerful and optimistic for one with such an extensive eruption. 
Involving the entire cutaneous envelop was an extensive scaling dermatitis, which 
was associated with a dull reddish discoloration. The exfoliation was abundant, 
being most marked on the extremities, and consisted of various sized flakes, the 
largest of which was the size of a quarter. They were thin, dry, brittle and of a 
dirty gray tinge. The underlying skin was smooth, red and shiny, and, except 
for a few artificially produced lesions where the scale had been pulled down to the 
“quick,” there was no tendency toward weeping or bleeding. The skin appeared 
thickened and edematous, but to palpation was found to be firm and diffusely 
infiltrated, giving it the sensation one would expect from pliable leather. Asso- 
ciated with this thickening was a marked accentuation of the natural folds and 
lines of cleavage, which was particularly striking on the flexor surfaces and about 
the joints. 

The palms and to a lesser extent the ventral surface of each finger and thumb 
presented a diffuse overgrowth which took the form of short, fine, dirty brown 
filaments of epithelium. The natural folds of the hands fissured through this 
thickened epidermis, the combination of fissuring and thickening prohibiting com- 
plete extension of the fingers without marked pain. The soles and the ventral 
surface of each toe were involved in a similar though less extensive process. 


14. Barney, R. F.: Pityriasis Rubra of Hebra, to be published. 
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Almost surrounding the malleoli of each foot and extending upward over the 
anterior surface of the lower one third of the leg were discrete and confluent 
papillomatous lesions. The individual lesions were about the size of a glass-headed 
pin and studded the anterior surface of the leg just above the ankle. The confluent 
lesions extended up from the sole in a 2 inch (5 cm.) papillomatous band, which 


practically encircled the instep. The surface of this epidermal overgrowth was 


distinctly verrucous, irregularly furrowed, dirty gray, with a suggestion of brown, 
and was raised approximately 0.5 cm. above the surrounding skin. The lesions 
were not painful or eroded and were relatively superficial. The dorsal surface of 
the fingers and toes, and to a lesser extent that of the hands and wrists, presented 
many of these smaller papillomas, which later developed into hypertrophic warty 
lesions. 

The hair of the beard, axillae, pubis and body was almost completely absent, 
while the eyebrows, eyelashes and hair of the scalp was much thinned and lusterless. 

30th lower eyelids presented a moderate secondary ectropion, with resultant 
hypertrophic conjunctivitis. The other visible mucous membranes apparently did 
not share in the process. Many carious teeth were present in both the upper and 
the lower jaw. 

Neither the spleen nor the liver could be palpated; a striking general adenop- 
athy, however, was present, the enlarged glands being firm to palpation, painless 
and freely movable. The individual glands varied in size from that of an olive 
to that of a small orange, the largest of which were found in the groin. 

No increased mediastinal dulness could be determined, but the heart was found 
to be slightly enlarged. Radiographically, the mediastinum was found to be 
entirely clear, with no displacement of the trachea. The heart was found to be 
slightly increased in its long diameter. On roentgen-ray examination of the chest, 
it was found to be voluminous, long, deep and well illuminated throughout, without 
unusual opacities in the pleuritic or lung field. Examination of the urine did not 
reveal any evidence of nephritis, and the Wassermann reaction of the blood was 
negative. 

A tentative diagnosis was made of “dermatitis exfoliativa,” etiology unde- 
termined, and the patient was admitted to the hospital for further study. A blood 
count performed the next day revealed: hemoglobin, 86 per cent (Sahli) ; red blood 
cells, 4,350,000: white blood cells, 30,500; differential count, 200 cells. The differ- 
ential count revealed: polymorphonuclear neutrophils, 28.5; polymorphonuclear 
eosinophils, 0.5; small lymphocytes, 56.5; large lymphocytes, 10; large mono- 
nuclears, 4, and transitionals, 0.5 per cent. From this and other similar blood counts, 
a diagnosis of chronic lymphatic leukemia was established, and several small pieces 
of skin were removed from the abdomen for microscopic study. Microscopic 
examination revealed the epidermis to be somewhat atrophic with a relative increase 
in the stratum corneum. The papillary layer of the corium showed a moderate 
infiltration with lymphocytes arranged in small centers of growth. Obviously, a 
generalized lymphocytoma was being dealt with, and while the microscopic picture 
of the skin did not exactly coincide with that described by Reihl and Arndt, when 
viewed in the light of the clinical and hematologic observations, it established a 
tentative diagnosis of a true universal lymphadenosis. A second microscopic 
examination of the skin of the trunk, made on Jan. 7, 1920, revealed a similar 
ilthough more striking picture. The epidermis showed some hyperkeratosis and 
icanthosis, with beginning lengthening of the papillae and early diffuse lympho- 
hlastomatous infiltration. The atypical lymphoid hyperplasia of the primitive lymph 
nodes of the papillary corium was well shown. Apparently, the infiltration of the 
apillary layer of the corium had its beginning in the primitive lymph nodes. In 
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the hyperplastic lymph node in the center of the lower field, there were many 
lightly staining lymphoblasts. Several other microscopic examinations of the skin 
were made during the first year that the patient was under observation, each show- 
ing a similar microscopic picture with a gradual extension of the lymphocytic 
infiltrate. A biopsy, performed on May 5, 1921, revealed the characteristic lympho- 
blastic infiltration of the skin, which will be discussed in detail in conjunction with 
the observations at’ necropsy. 

Course and Treatment—When the patient was admitted, he was immediately 
treated with baths, and wet dressings were applied to the hands and feet in an 
effort to heal the bothersome fissures. A salicylic acid and petrolatum ointment 
containing a mild antipruritic was applied to the body, face and scalp. Under this 
regimen, the symptoms of chilliness and pruritus abated, and the scaling soon 
became much less marked. He remained in the hospital about six weeks. 

The patient returned to the hospital in about a month, and with the exception of 
several short visits to his home, was under observation continually until the time 
of death, four years later. 

Local treatment consisted for the most part of baths, wet dressings and various 
ointments and pastes containing keratolytic and antipruritic drugs. Under this 
therapy, the scaling remained fine and branny and never returned to the abundant 
large flakes which were seen at the time of his first examination. The pruritus 
was likewise relieved, but he was never entirely free from this symptom, which was 
especially persistent over the face. He frequently complained of spontaneous pain, 
especially in the legs. During the course of his illness, he received doses of arsenic 
in various forms without any noticeable improvement in the clinical condition or 
alteration in the blood picture. 

Several months after he was readmitted to the hospital, both the spleen and 
the liver became enlarged so that they were distinctly palpable. This seemingly 
was a variable factor and not related to rcentgen-ray therapy, as for periods of 
months these two organs could be readily felt at the costal margin, while at other 
times no manuever or position seemed to bring them within the palpating fingers. 

The leukocytosis varied from 25,000 on March 27, 1920, to 85,000 on Nov. 25, 
1923, while the hemoglobin reading was never below 68 per cent. The red blood 
cells on a great number of counts averaged 3,500,000. In the differential picture, 
the red cells were usually fairly normal in appearance. Frequently, there was some 
moderate central pallor. Platelets were invariably diminished. The predominating 
white cell was a medium-sized lymphocyte with a small amount of fragile cytoplasm, 


in type about midway between the ordinary large and small lymphocyte of normal 


blood. There was an absolute, permanent and progressive increase in the percentage 
of lymphocytes, the maximum occurring on Oct. 25, 1923, at which time 94.5 per 
cent of lymphocytes were counted. 

Early in the course of the disease, I was able to control the number of young 
forms in the blood picture with roentgenization of the spleen and tibiae, but later 
roentgen-ray therapy did not seem to influence the type of white cell present. 
Repeated roentgen-ray exposures of the skin never produced any striking clinical 
change, although the pruritus was temporarily relieved. The papillomatous lesions 
on the extremities were extremely rebellious to treatment. They were not influ- 
enced by the roentgen ray, and I was able to control their growth only by the use 
of strong keratolytics. Numerous interesting suggestions were offered by visitors 
to the clinic, but after a trial of these measures, I would invariably have to resort 
to the salicylic acid plaster. Later in the course of the disease, these lesions 


extended so that the upper forearms and legs presented a transitional epidermal 
PI 
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change, with the atrophy on the proximal side and the marked hypertrophy increas- 
ing as the distal phalanges were approached. 

The patient’s appetite was uniformly good, and his weight curve showed little 
fluctuation. The relatively slight impairment of his general health was a rather 
striking feature of the long continued illness, a fact which I know characterizes 
this type of new growth. The enlargement of the superficial lymph glands was 
slowly progressive and entirely asymptomatic, and showed no tendency to break 
down until one month before death. At this time, an acute swelling the size of a 
lemon appeared in the right deep posterior cervical chain of lymph glands, which 
promptly softened, necessitating deep incision and drainage. A small teacupful of 
thick yellowish purulent material was evacuated, following which operation prompt 
healing occurred. 

On two occasions during his stay in the hospital, the patient developed definite 
signs of bronchopneumonia, with involvement of the pleura, from which he rapidly 
recovered. On Jan. 17, 1924, he again developed bronchopneumonia and _ pleuritis. 
On January 22, the temperature, pulse rate and respirations were 103.6 F., 120 and 
32, respectively ; respiratory embarrassment and cough were marked, and on the 
following day respirations ceased. 

Autopsy—There was marked congestion and edema of the meninges of the 
brain, lymphatic leukemia in the meningeal vessels, congestion, edema and atrophy 
of the brain substance, with lymphatic leukemia of the vessels. Congestion, edema 
and atrophy were present in the spinal cord. 

There was marked pigmentation of the posterior lobe of the hypophysis; also 
marked congestion, increase of basophils and chromatophores, excessive colloid in 
the intermediate lobe and numerous brain sand concretions. Much brain sand was 
present in the pineal gland. 

Examination of the heart revealed subepicardial fatty infiltration with serous 
atrophy, marked atherosclerosis of the coronaries, marked atrophy of the heart 
muscle and subendocardial fatty degenerative infiltration. There was advanced 
atherosclerosis of the aorta. 

Examination of the lungs revealed acute fibrinopurulent pleuritis, acute hemor- 
rhagic prurulent lobular pneumonia, chronic passive congestion, localized emphysema 
and some peribronchial infiltration. 

Lymphoblastoma and moderate anthracosis were found in the bronchial nodes. 
There were numerous islets of thymic tissue with many calcified corpuscles of 
Hassall. The lymphoid tissue was of the lymphoblastomatous type. There was an 
old nodular colloid goiter, with an increase of stroma. The colloid on the whole 
was reduced. There was no epithelial hypertrophy. 

Examination of the sternal marrow revealed an increase of lymphocytes and a 
diminution of myelocytes. There was no lymphoid marrow in the tibia. 

There was a lymphoblastomatous hyperplasia of the spleen. There was a 
chronic catarrh of the intestines. An old chronic obliterative appendix was present. 
There was marked atrophy of the stomach and a chronic catarrh; postmortem 
change had occurred. There was a marked nutmeg liver with lymphatic leukemia. 

The pancreas showed postmortem change; there was atrophy with an increase 
of stroma. The gallbladder showed postmortem change; otherwise it was normal. 


Chronic parenchymatous degenerative nephritis was present, also a secondary con- 
tracted kidney and well advanced arteriosclerosis. 


There were marked lipoidosis and atrophy of the suprarenal chords and chronic 
passive congestion. The zona pigmentosa was markedly pigmented. The seminal 
vesicles did not contain sperm. There was no atrophy. There were postmortem 
desquamation of the prostate, and slight chronic cystitis of the bladder. The 
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epididymis was dilated. There was no sperm. There was complete fibrosis of the 
seminiferous tubules of the testes, with marked hyperplasia and hypertrophy of the 
interstitial cells, with lipoidosis and pigmentation. All the vessels showed lymphatic 
leukemia, and there were localized lymphatic infiltrations. 

The skin showed leukemic lymphoblastoma. The epidermis was atrophic, and 
the papillary layer showed a diffuse lymphoblastomatous infiltration. An increase 
of leukocytes in the vessels was everywhere apparent. With low power magnifica- 
tion, the line of demarcation between the infiltrated papillary layer and the lower 
part of the corium was easily seen. The site of the original nodes was represented 
by the nodular character of this infiltration. Everywhere, the skin showed a 
marked leukemic lymphoblastomatous infiltration of the papillary layer. The com- 
plete absence of hair follicles and gland structures accentuated the striking 
resemblance to lymphosarcoma. With higher magnification, the cells were seen 
to be small round cells of the lymphocyte series. The blood vessels showed the 
picture of lymphatic leukemia. There was leukemic lymphoblastoma of the lymph 
nodes. Throughout the atypical lymphoid tissue were many highly staining 
lymphoblasts. This was a typical picture of lymphatic leukemia. 

Pathologic Diagnosis—The diagnesis was: lymphatic leukemia, leukemic 
lymphoblastoma of the skin, spleen, lymph nodes, bone marrow and liver (leukemia 
cutis); terminal lobular pneumonia; acute fibrinopurulent pleuritis; right-sided 
empyema; cardiac dilatation with relative tricuspid and pulmonary insufficiency ; 
subepicardial fatty infiltration with serous atrophy; atrophy and fatty degenerative 
infiltration of the myocardium ; advanced atherosclerosis of the aorta and coronary 
arteries; chronic parenchymatous degenerative nephritis; secondary contracted 
kidney with arteriosclerosis; nutmeg liver; passive congestion, atrophy and 
parenchymatous degeneration of all the organs; lipoidosis of the suprarenal 
glands; roentgen-ray fibrosis of the testes, with hypertrophy of the interstitial 
cells; cysts of the epididymis and subcutaneous fibrosarcoma. 


This case has been recorded in detail’ and has been generally 
accepted as an example of universal leukemia cutis. The clinical appear- 
ance of the patient at the time of the first examination suggested 


pityriasis rubra of Hebra, but the permanent progressive increase of 


circulating lymphocytes properly classified this condition as one of gen- 
eralized lvmphocytoma. The progressive changes in the microscopic 
picture of the skin further substantiated this impression, which was 
finally shown at autopsy to be a leukemic lymphoblastoma of the skin, 
spleen, lymph nodes, bone marrow and liver. 


Case 14.—History.—D. O., aged 67, an American farmer, was brought to the 
hospital on Feb. 7, 1927, complaining chiefly of an eruption involving the face 
and mouth. He said that the process had had its origin a year before, the first 
lesions appearing on the lower lip. Similar lesions then appeared on the trunk, 
and later the leg and thigh were involved. These started as large purplish 
blisters, which later became crusted and disappeared in the course of several 
weeks, leaving a purplish discoloration. The early blister-like lesions were usually 
attended with some pain and discomfort. During the past three months, he had 
had a sore throat and mouth, with pain on swallowing. The soreness of the 
throat and mouth, he said, followed the extraction of the entire dentition. During 
recent months, he had been losing some weight and strength, and during the past 
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week he had been unable to be up and about. He did not recall any hemorrhages 
into the skin or from the mucous membrane. 

Examination.—He was a poorly nourished, cachectic man, who was noticeably 
weak. There was a decided yellowish pallor to both skin and mucous membrane. 
Scattered over the entire trunk were numerous protuberant papules, varying in 
size from that of a pinhead to that of a pea, which had the color and consistency 
of hemangiomas. Involving both cheeks, as well as the lateral surface of the 
neck, were approximately a dozen similar nodules which varied in size from 
that of a pea to that of a large cherry. One group of these lesions was capped 
with a hemorrhagic crust, while over the remainder the epithelium was intact. 
The lesions seemed to be hemorrhagic, but were associated with a strikingly small 
amount of erythema. They were firm, painless and had an infiltrated feel. 
Examination of the oral cavity revealed the fact that both tonsillar regions were 
involved in a destructive process, which at least on the right side was associated 
with a distinct mass, causing bulging in the region of the anterior pillar. To pal- 
pation this mass was firm and painless. The mucous membrane surface of the 
tumescence was ulcerative, and bled freely on the slightest manipulation. A similar 
less marked area of ulceration was found on the left side involving the anterior 
pillar and the tonsil. There was an associated lymphadenitis involving every 
gland available to palpation, which glands varied in size from that of a large pea 
to that of a large olive, and many aberrant glands were easily palpable. These 
glands were firm, painless and discrete. Neither the spleen nor the liver could 
be felt. 

Course —The patient received deep x-ray therapy to the anterior and posterior 
splenic areas, and superficial irradiation over the left cheek and right side of the 
neck to the tonsillar regions. He became rapidly weaker, however, and on Feb. 12, 
1927, five days after he was admitted to the hospital, respiration ceased. 

Examination of the blood showed: 125,000 white blood cells, 2 neutrophils, 
5 lymphocytes, 1 transitional, no eosinophils or basophils, 1 myelocyte and 91 


embryonal cells. The latter cells could not be specifically identified as myelo- 
blasts or leukoblasts, but presented large sized nucleoli, and almost a total lack 


of granulation and eosinophilic cytoplasm. The nuclei showed atypical division. 
Early forms of red blood cells were also encountered, and twenty-five “smudges” 
were observed. 

Biopsy—On Feb. 10, 1927, one of the small papules was excised from the left 
side of the neck. Unfortunately, this section was taken shortly after the irra- 
diation of the region of the neck, and as a result the picture was considerably 
altered. Tremendous edema of the epidermis and cutis, together with marked 
colloid degeneration almost to the point of necrosis, was apparent, but was most 
noticeable in the subpapillary iayer. Much of the infiltrate remained, however, 
and was seen to consist of large embryonal lymphocytes, lymphoblasts and a few 
mature lymphocytes. The blood vessels everywhere contained large numbers of 
the same types of cells. 

Autopsy; Feb. 12, 1927.—Congestion and edema were present in the spinal 
cord. The brain showed congestion, edema and an increase of lymphocytes in 
the blood vessels. The meninges were congested, and showed edema, an increase 
of lymphocytes, and a leukemic extravasation of blood. There was a subepicardial 
fatty infiltration of the heart with marked serous atrophy. Atrophy of the heart 
muscle with fatty degenerative infiltration was found. The aorta showed a well 
marked atherosclerosis with calcification of the mediums. The lungs presented 
atrophic emphysema, chronic passive congestion, excessive anthracosis and marked 
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congestion and edema. The middle lobe of the right lung showed subacute 
fibrinous pleuritis, and unresolved croupous pneumonia with multiple areas of 
gangrene. In the gangrenous areas large numbers of organisms of the mouth 
type were found. An aspiration pneumonia was present. There was a localized 
hyperkeratosis of the tongue. The salivary glands showed no leukemic infiltrations. 

The wall of the pharynx and the upper part of the larynx showed marked 
infiltration with leukemic lymphoblastoma, in some areas showing superficial 
ulceration and infection. The colloid of the thyroid was diminished. Many acini 
with colloid were present. There was an increase of stroma. The esophagus 
was normal. The spleen showed lymphatic leukemia, hyperplasia and metaplasia. 
There was a marked increase of hemosiderin and excessive hemolysis. The colon 
showed a slight chronic catarrh. <A diffuse lymphocyte infiltration was found in 
the stomach. There was a simple atrophy of the pancreas. The liver showed 
a chronic passive congestion. There was a fatty degenerative infiltration, most 
marked in the central portions of the lobules. Lymphoblastomatous infiltrations of 
the islands were present. There was an increase of lymphocytes throughout the 
blood stream. 

The gallbladder contained an old fibrosis. The suprarenal glands showed dif- 
fuse lymphoblastomatous proliferation, leukemia and an excessive lipoidosis. The 
kidneys showed a cloudy swelling, atrophy, congestion, an increase of lympho- 
cytes in the blood vessels, scattered leukemic infiltrations and small infarct scars 
in the outer portion of the cortex. All the lymph nodes showed the atypical 
lymphoblastomatous hyperplasia with a great increase of lymphocytes in the blood 
stream. There was a lymphatic leukemia. A leukemic infiltration with infection 
of the hair follicle and an acute furuncle were seen on the skin. Other sections of 
the skin showed marked atrophy of the epidermis and the corium, with a slight 
leukemic infiltration suggesting irradiation. There was an extravasation into the 
striped muscle of the neck which showed marked Zenker’s necrosis. In the blood 
vessels there was a marked increase of lymphocytes. A leukemic extravasation was 
present. The bone marrow likewise showed replacement of the normal marrow 
by leukemic lymphoblastoma. The testes showed complete aspermatogenesis, 
vacuolization of the germ cells and an increase of lymphocytes in the blood 
vessels. There was a cystic glandular hyperplasia with adenocarcinoma in the 
prostate. The wall of the urinary bladder was much stretched and thin. 

Pathologic Diagnosis—The diagnosis was: lymphatic leukemia; leukemic 
lymphoblastoma metaplasia of the bone marrow, spleen and all the lymph nodes ; 
lymphoblastomatous infiltrations of the pharynx, skin and mucous membrane of 
the stomach; multiple hemorrhages in the meninges, skin and mucous membrane ; 
hematoma of the left sternocleidomastoid; unresolved croupous pneumonia in the 
right middle lobe; subacute fibrinous pleuritis; beginning organization, abscess 
and gangrene; acute right-sided dilatation of the heart; atrophy and fatty degen- 
erative infiltration of the heart muscle; atherosclerosis of the aorta; atrophy, 
passive congestion and parenchymatous degeneration of all the organs; total 
aspermatogenesis; serous atrophy of the adipose tissues; adenocarcinoma of the 
prostate; bilateral hydrocele; gangrenous peritonsillar phlegmon, and aspiration 


pneumonia. 


During the short period that this man was under observation no 
bullae appeared, but the history of “blood blisters” was so positive that 
most probably this patient at an earlier date presented hemorrhagic 
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bullae, a not uncommon toxic phenomenon in the lymphoblastomas as 
recorded by Miller,’® Frazer ** and others. 

The other unusual feature of this case was the presence of ulcerated 
leukemic infiltrates which involved both tonsillar regions, the process 
closely simulating clinically and microscopically the lesion of the oral 
cavity in the patient in case 4, in whom circulating metastases were not 
demonstrable at any time during life. 

The characteristic condition of the blood, the localized leukemic infil- 
trates and the microscopic anatomy establish this case as an example of 
leukemic lymphoblastoma, with leukemic lymphoblastomatous metaplasia 
of the bone marrow, spleen and all lymph nodes, and lymphoblastomatous 
infiltrations of the pharynx, skin, mucous membrane of the stomach, 
suprarenal glands and liver. 


Case 15.—History.—Mrs. G. G., aged 47, an American housewife, was brought 
to the hospital on Jan. 25, 1926, in a state of coma. Her husband informed me 
that she had felt well until a month before, at which time she developed a “car- 
buncle” on the left side of the thorax. About the same time she developed an 
infection of the upper respiratory tract, since which time she had been hoarse. 
Since the onset of the present illness, she had lost some strength, but seemingly 
no weight, and during the past seven days had become increasingly stuporous. 
Following the appearance of the carbuncle, numerous small papular lesions 
appeared, some of which rapidly enlarged, the larger lesions breaking down and 
ulcerating. These ulcers seemingly had not any tendency to heal. During the 
past six weeks, the patient had also had a severe metorrhagia. 

Examination.—The patient was an obese woman, lying prone in bed in a 
stuporous condition, and quite disoriented. On the left forearm was an area of 
induration 4 cc. in diameter, surmounted by a smaller area of superficial crusting, 
and ulceration. In the left axilla was a large area of similar ulceration, the 
greatest diameter of which was 5 cc. The base was covered with a brown 
granular crust, while the edges were soft and overhanging. On the left labial 
majora was a similar though smaller fungating tumescence. These lesions were 
of a peculiar violaceous color, and were rather firm to palpation. On the left 
thigh was an earlier infiltrated nonulcerative lesion, the greatest diameter af 
which was 3 cc. Over the entire body, but chiefly on the anterior ‘and posterior 
of the thorax, were multiple bright red to purple, firm papules, varying in size 
from that of a glass pinhead to that of a pea. They were firm to palpation and 
were seemingly deeply seated infiltrates. In spite of the patient’s obesity, a gen- 
eralized enlargement of all the superficial lymph glands was felt, especially marked 
in the cervical and axillary chain. The liver and spleen could not be felt. The 
mucous membranes were normal except for the lesion noted on the vulva. 

Course—At the time of admission, the patient had a temperature which 
ranged from 102 to 103 F. with an elevation of the pulse rate and respirations. 
She was frequently delirious and exceedingly orthopneic. The stupor increased, 
and five days after admission respirations ceased. 

15. Miller, H. E.: Lymphogranulomatosis Cutis, Arch. Dermat. & Syph. 17: 
156 (Feb.) 1928. 

16. Fraser (footnote 6, second reference). 
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When the patient was admitted she was found to have 3,440,000 red blood 
cells, 54 per cent hemoglobin and 141,000 white blood cells. The differential 
count revealed only two types of cells: 92 per cent mononuclears and 8 per cent 
neutrophils. Just before death, the white blood cells mounted to 202,000, but 
the differential count remained essentially the same. 

Biopsy.—Tissue was removed from the edge of the fungating ulcer of the 
left forearm. The epithelium was intact throughout, but was generally thinned 
at places, being reduced to three or four layers of cells. The papillary layer was 
free from infiltrate in a bandlike zone which extended completely across the 
specimen. In the subpapillary layer was a cellular infiltrate which became 
increasingly dense as the lower layers of the corium were reached. With higher 
magnification, the cells of the subpapillary layer were seen to be multiple in type, 
but obviously of the lymph series, and were resting on a loose connective tissue 
reticulum, much as in granuloma fungoides. In the lower layers, the arrange- 
ment resembled a lymphosarcoma, except that there was a definite increase in 
new blood vessels, and the hair follicles and sweat glands were preserved. The 
densely packed cells in the deeper portion of the section were all young, large 
lymphocytes. 

One of the small papules was removed from the upper part of the thorax 
which represented an earlier stage of the same process. Most marked in the 
primitive lymph nodes, about the blood vessels and adnexia, was a comparatively 
lighter infiltrate of the same type of large lymphocytes. 

Autopsy; Jan. 30, 1926—The heart showed atrophy, fatty degenerative infil- 
tration, an increase of lymphocytes in the vessels, and an atherosclerosis of the 
coronaries. The aorta showed slight lipoidosis and atypical lymphoblast infiltra- 
tions in the adventitia. The lungs contained croupous pneumonia, in the gray 
hepatization stage. There was hyperplasia of the primitive lymph nodes of the 
lymphoblastomatous type. Large areas of lymphoblastomatous infiltrations were 
present, completely replacing lung tissue and forming large tumor masses. There 
was a diffuse lymphoblastomatous infiltration of the mucosa of the bronchi. 
A persistent thymus was present, with numerous corpuscles. The lymphoid tissue 
was represented by the large cell type. 

The colloid of the thyroid was present in a small amount. There was a marked 
increase in stroma. Lymphoblastomatous infiltrations were found. There was 
a lymphoblastomatous metaplasia of the spleen. There was a lymphoblastomatous 
metaplasia, with hyperplasia of all the lymphoid tissue. A chronic catarrh was 
present. Many of the hyperplastic solitary follicles and Peyer’s patches showed 
ulceration, with diphtheritic necrosis. The appendix was obliterated by lympho- 
blastomatous infiltration of the mucosa. Fatty atrophy, areas of chronic pan- 
creatitis, new formation of pancreatic tissue in the connective tissue, dilated ducts 
and a diffuse increase of lymphocytes were found in the pancreas. The liver 


showed a lymphoblastomatous metaplasia of all the primitive lymph nodes in 
Glisson’s islands, a chronic passive congestion, a fatty infiltration, a fatty degen- 


erative infiltration and an increase of lymphocytes in the capillaries. It presented 
a picture of a lymphatic leukemia. The suprarenal glands were hypoplastic. 
There was a hyperplasia of the primitive lymph nodes. The kidney revealed multi- 
ple lymphoblastomatous infiltrations, cloudy swelling and localized necrosis with 
pressure atrophy. All the lymph nodes were replaced by lymphoblastomatous 
tissue. Many cells of the large lymphocyte type were seen. There were diffuse 
lymphoblastomatous infiltrations of the skin, with areas of gangrene and ulcera- 
tion (mycosis fungoides type). Large localized tumors extended deeply into the 
subcutaneous tissues. All showed the same atypical lymphoblastomatous structure. 
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There was a glandular erosion of the cervix, with a slight lymphoblastomatous 
infiltration. The ovaries showed cystic follicles. The fallopian tubes showed an 
old fibrosis. The wall of the urinary bladder was much thinned. 

Pathologic Diagnosis—The diagnosis was: generalized leukemic lympho- 
blastoma (large lymphocyte type) ; lymphoblastomatous infiltrations of the skin, 
lymph nodes, spleen, bone marrow, thymus, lungs, intestines, liver and kidneys ; 
purpuric hemorrhages in the lung, skin and pericardium ; terminal croupous pneu- 
monia, in the early gray hepatization stage; right-sided cardiac dilatation with 
relative tricuspid insufficiency; atrophy, passive congestion and parenchymatous 
degeneration of all the organs; ulcerating lymphoblastomatous tumors of the skin 
and intestinal tract, and thymicolymphatic constitution. 


The large fungating ulcers in the left forearm, left axilla and left 


labia majora were clinically identical with those encountered late in the 


course of granuloma fungoides. The innumerable bright red to purple, 
firm, nonulcerated papules, varying in size from that of a glass pinhead 
to that of a pea, are of the type more commonly seen in leukemia. The 
blood changes, however, established a clinical diagnosis of leukemia, and 
| regard this case as one of leukemic lymphoblastoma of the granuloma 
fungoides type. Certainly, if the blood changes were not demonstrable, 
the clinical diagnosis would have been granuloma fungoides. 


Case 16.—History.—N. N., aged 32, a Syrian, a painter, presented himself for 
examination on June 16, 1921. Three months before, following tonsillectomy, 
the patient noticed an increasing weakness and malaise. During that time he had 
had an intermittent headache and shortness of breath, as well as swelling of the 
ankles and gradual increase in the size of the abdomen. One month before 
examination he noticed an increasing discoloration of the face and scalp, espe- 
cially over the temporal and frontal regions, and for about the same length of 
time had observed a gradual appearance of small nodules on the cutaneous surface. 
He did not believe that he had lost any weight. 

Examination.—The patient was a large framed, well nourished man, who was 
lying comfortably in bed. The abdomen was two fingerbreadths above the margin 
of the ribs and slightly more protruding in the left upper quadrant. The area of 
dulness was increased to percussion, but the edge of the liver could not be felt. 
The spleen, however, was easily felt well below the costal margin, and was freely 
movable, firm and smooth. There was a well defined generalized lymphadenitis, 
which glands were firm, painless and varied in size from that of a large pea to 
that of a large cherry, being most marked in the inguinal and axillary regions. 
The entire face presented a bluish black discoloration, which extended well into 
the scalp and below down onto the shoulders, chest and back, where it was 
shaded off into a dull brown mottling. Scattered over the anterior and posterior 
surface of the thorax, the abdomen, and to a lesser extent the extremities, were 
numerous reddish brown sharply circumscribed, raised, flat topped papules. 

Course——When the patient was admitted, the blood showed: red blood cells, 
1,620,000; hemoglobin, 25 per cent, and white blood cells, 240,000. The differential 
count showed: polymorphonuclears, 2 per cent; small lymphocytes, 93 per cent, 
and large lymphocytes, 3 per cent. He received semiweekly deep x-ray irradiation 
to the spleen and long bones, with a marked diminution in the size of the spleen. 
His general condition showed little change, but there followed a striking decrease 
in the number of white cells, falling in three weeks to 6,850, with little, if any, 
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change in the hemoglobin or number of red cells, in spite of two blood infusions. 
He insisted on leaving the hospital and was advised to return at weekly intervals 
for treatment and observation. He was next heard of when a letter was 
received from the Peter Bent Brigham Hospital, Boston, inquiring concerning 
the observations at the time of his visit to the University Hospital. The letter 
further stated that he was under their care with a diagnosis of Hodgkin’s disease. 

Biopsy.—A reddish brown papule the size of a pea was excised from the upper 
part of the thorax on June 20, 1921. Except for the presence of melanin in the 
basal layer, the epidermis was not unusual, although at places it was much thinned. 
Scattered throughout the subpapillary layer and upper one third of the corium 
was a localized infiltrate of small round cells. This was most marked about the 
blood vessels, which were increased in number, and showed large numbers of 
lymphocytes within their walls. Below this localized infiltration was a neoplastic 
appearing dense cellular infiltrate which reached almost to the subcutaneous 
structures. At first glance, it resembled a small round cell sarcoma, but the con- 
nective tissue seemed invaded rather than destroyed. A portion of the hair 
follicles was distinctly preserved. With higher magnification, these deeply staining 
cells were seen to be mature, younger, small and large lymphocytes. A few 
lymphoblasts were encountered, and many young connective tissue cells, but the 


cells were almost exclusively lymphocytes. 


The acute onset, severity of general symptoms, peculiar discoloration 
of the face and scalp, type of lesions present and observations on the 
blood present previous to x-ray therapy seemingly pictured a type of 
process strikingly different from granuloma fungoides. With the disap- 
pearance of the conditions in the blood, four weeks later, he was thought 
to be suffering with Hodgkin’s disease. In spite of the variation in the 
clinical observations and interpretation, the microscopic changes were 
essentially the same as in the other cases in this series. Again limited 
to the upper layers of the corium, I found a localized infiltrate of small 
round cells, while in the lower layers was a heavier neoplastic-appearing, 
dense, cellular infiltrate, which at first glance resembled a small round 
celled sarcoma, being invasive rather than destructive, preserving por- 
tions of hair follicles and sweat glands. The predominating cell type 
was again a small lymphocyte. 

Case 17.—History.—K. B., aged 63, who was born in Poland, had been occu- 
pied as a maker of brooms. Ten months before examination, he noted an intensely 
pruritic eruption which appeared over the back. He was not certain as to the 
exact nature of this process, but the redness soon became universal, and the 
pruritus continued as the major symptom. The condition had become progressively 
worse, especially during the past four weeks. Treatment, which was received 
only after the eruption had made its appearance, had been both local and intra- 
venous, the exact nature of neither being determinable. 

Examination—At the time of admission to the hospital, the patient was 
extremely ill. He was markedly dyspneic, and obvious signs of cardiac decom- 
pensation were present. In addition, he presented a universal erythematous derma- 
titis with exfoliation of a large branlike scale. The erythema varied from a dull 


red to a reddish brown, with the dependent edematous parts showing some 
cyanosis. The skin was everywhere thickening with innumerable fissures, so that 
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weeping and crusting were prominent secondary changes. No definite papules or 
nodules were demonstrable. The superficial lymph glands were easily felt, those 
in the inguinal region attaining the size of walnuts. 

Course-—Treatment was particularly directed toward the cardiac embarrass- 
ment, but in spite of active therapeutic measures for twenty-three days, death 
ensued with terminal pneumonia. There was no appreciable change in the con- 
dition of the skin during the short period of observation. 

The initial examination of the blood revealed: 3,650,000 red blood cells, 
62 per cent hemoglobin and 140,000 white blood cells. The differential count 
showed: polymorphonuclears, 14 per cent; mononuclears, 1 per cent; eosinophils, 
1 per cent; large lymphocytes, 7 per cent; small lymphocytes, 76 per cent, and 
transitionals, 1 per cent. The number of white blood cells increased during the 
course of his visit, reaching 250,000 three days before death, the percentage of 
lymphocytic cells, however, remaining fairly constant, between 80 and 90 per cent. 

Biopsy —On Aug. 13, 1927, a small piece of skin was removed from the left 
thigh. Involving more than one third of the cutis and extending across the 
section was a densely infiltrating band of cells, differing from the other bandlike 
infiltrates in this location in density and in the fact that the cells were closely 
crowded up into the interpapillary- tufts, producing a marked thinning of the 
overlying epidermis. This infiltrated downward into the deeper layers following 
the blood vessels and other structures of the skin. The cell type was again the 
small round lymphocyte with both mature and many young forms, the latter 
closely resembling the lymphosarcoma type of cell. The resemblance to lympho- 
sarcoma was further suggested by the density of the infiltrate, but again the 
adnexa were preserved. Many lymphoblasts were present, and mitotic figures 
were often seen. 

Autopsy; Aug. 20, 1927.—There were congestion and edema, with an increase 
of small lymphocytes in the blood vessels @f the central nervous system, The 
pineal body showed little, if any, calcification. The pituitary gland was atrophic. 
Chere was an increase of stroma. Leukemic infiltrations were not found. 

There was atrophy of the muscle of the heart, fatty degenerative infiltration, 
early coronary sclerosis, and sclerosis and calcification of the aortic valve. The 
aorta showed a moderate atherosclerosis and calcification of the mediums. 
The lungs showed lymphatic leukemia, marked congestion and edema, early 
lobular pneumonia and patches of atelectasis. The fat stains were negative. 

The bronchial nodes showed congestion and edema. There was an increase of 
small lymphocytes in the blood vessels of the thyroid. A slight increase of stroma 
and a slight excess of colloid were present. There was a marked chronic peri- 
splenitis. A marked thickening of the capsule with adhesions was found. A marked 
increase of stroma was present, microscopically giving a conglomerate appearance to 
the section. There was a total absence of splenic follicles. A late stage of a 


chronic lymphatic leukemia, a possible x-ray fibrosis, an excessive hemolysis and 


deposits of hemosiderin were seen. 

The gastro-intestinal tract revealed evidence of a chronic atrophic catarrh 
without leukemic infiltrations. The pancreas showed a postmortem change, with 
slight atrophy. There was a chronic passive congestion of the liver with fatty 
infiltration. Chronic lymphatic leukemia, early atrophic cirrhosis and leukemic 
infiltrations of the islands of Glisson were present. The fat stains showed fatty 
infiltration. The suprarenal glands showed a slight lipoidosis. Infiltrations were 
not found in one of the suprarenal glands. The other suprarenal showed more 
lipoidosis and leukemic infiltrations in the medulla. There was a secondary con- 
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tracted stage of glomerulotubular nephritis with arteriosclerosis in the kidney. 
The lymph nodes showed marked lymphatic leukemia, metaplasia and hyperplasia. 

The peripheral blood vessels showed moderate atheroclerosis, without calci- 
fication. The solar plexus ganglions showed marked pigmentation of the ganglion 
cells. The skin showed typical leukemia cutis of the small celled type. The bone 
marrow showed leukemic, small celled lymphocyte hyperplasia. There was an 
extreme atrophy and fibrosis of the basement membrane of the testes. The pros- 
tate showed a slight chronic prostatitis. An old posterior urethritis with meta- 
plasia of the epithelium and a cystic glandular hyperplasia were found. The 
urinary bladder was normal. 

Pathologic Diagnosis—The diagnosis was: chronic lymphatic leukemia with 
leukemia cutis; terminal lobular pneumonia; left-sided hydrothorax; atrophy, 
passive congestion and parenchymatous degeneration of all the organs; chronic 
glomerulotubular nephritis with secondary contracted kidney; chronic atrophic 
catarrhal gastro-enteritis; chronic purulent prostatitis and posterior urethritis; 
old pleural adhesions, and old chronic perisplenitis. 


The abrupt onset and comparatively short stormy course serve to 
distinguish this case from cases 12, 13 and 14, but the characteristic 
changes in the blood as well as the typical, lymphosarcoma-like, lympho- 
blastomatous changes in the skin, include this condition as an example of 


true universal lymphadenosis. 


Case 18.—History—E. P., aged 63, an American, a section hand, presented 
himself at the clinic on Nov. 24, 1925. He said that his skin trouble dated back 
only three weeks, beginning with scaling and itching of both legs. This process 
rather promptly extended until at time of examination it had become generalized. 
The treatment had consisted solely of one proprietary lotion. 

Examination.—The patient was a poorly nourished, elderly man, whose physio- 
logic age was seemingly more than the given years. He presented a universal 
desquamation including the palms and soles, which was associated with a rather 
bright erythema. The scales were abundant and coarse, and at the flexures there 
vas a noticeable weeping and crusting. The skin was uniformly thickened, but 
did not present definite nodules nor localized infiltrates. The palpable lymph 
glands were markedly enlarged, those in the axillae approximating the size of a 
hen’s egg. 

Course.—-During the patient’s stay in the hospital, there was a slow progressive 
increase in weakness, but little appreciable cutaneous change. Scaling was less 
marked, but the erythema became more pronounced. Death ensued on March 20, 
1926, from bronchopneumonia. Autopsy was refused. 


No abnormal changes were encountered on examination of the blood. 


Biopsy.—A small portion of skin was removed from the upper part of the 
back..on. Dec..7, 1925, three--months before death. The epidermal changes were 
not significant, but there was a marked bandlike infiltration of cells confined 
almost entirely to the papillary layer. There were a great many newly formed 
blood vessels, each vessel being surrounded by a larger or smaller number of 
tumor cells. With higher magnification, the cells were seen to be resting on the 
same pale-staining, fine connective tissue reticulum, and were likewise lymphocytic 
in character. Lymphoblasts were numerous, and frequent mitotic figures occurred. 
The greater number of cells were rather mature, large and small lymphocytes. 
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This patient, like the patient in case 20, had an example of a universal 


scaly erythroderma without demonstrable changes in the circulating 
blood, but the skin revealed the typical microscopic changes characteristic 
of this group of disease processes. 


Case 19.—History—G. B., aged 52, an American, a cook, was seen in the 
University Hospital on Feb. 16, 1923. Twenty years before the patient had con- 
sulted Dr. Nevens Hyde, and at that time presented symmetrical involvement of 
the axillae and groins, with reddened, scaling, slightly thickened areas without 
pruritus. A diagnosis in the clinical notes, not in Dr. Hyde’s handwriting, was 
pityriasis rubra. Dr. Hyde suggested a diagnosis of “dermatoses from arsenic.” 
The condition had slowly progressed since that time, and eight months before 
examination tumors appeared in the left axilla and increased rapidly in size. 
These were exceedingly painful and were incised by the patient’s home physician, 
which incisions resulted in sinuses that had failed to heal. 

Examination.—The patient presented a most unusual, generally distributed 
eruption which was less marked on the extremities. The skin of the face pre- 
sented a diffuse hyperpigmentation with slight scaling. On first glance, the 
trunk, thighs and arms presented the picture of an extensive dermatitis exfoliativa, 
consisting of evident thickening, branny desquamation and fine wrinkling and 
fissuring. Closer examination disclosed a generalized mottled pigmentation of 
the trunk, with atrophy and telangiectasia suggesting a chronic radiodermatitis. 
Over the neck, upper part of the back and shaft of the penis were several areas of 
atrophy the size and shape of a silver dollar, which were strikingly depigmented. No 
definite localized infiltrates were discoverable, but there was a general enlarge- 
ment of the superficial lymphatic glands, the size of a large cherry. In the left 
axilla were three definite areas of ulceration. The first, just above the nipple, 
was a small ulcerative nodule, the size of a bean, with a clean base. The second, 
in the anterior axillary fold, represented a discharging sinus from a tumescence 
which measured 3% by 1% inches (1.54 by 3.77 cm.). The third, just posteriorly 
and more exactly in the axilla, was an area of ulceration the size of a large 
kidney bean, which consisted of an irregularly shaped mass occupying almost 
the entire left axilla. The results of an examination of the abdomen were negative 
except for a palpable abdominal mass, which was felt four fingerbreadths below 
the margin of the rib in the left nipple line, and seemingly was in association 
with the liver. This mass was firm, and its surface felt nodular through the 
abdominal wall. The clinical picture strongly suggested poikiloderma atrophicans 
vasculare. 

Course —After the patient had entered the hospital, careful radiographic and 
physical examinations were made, all of which were essentially negative. It was 
found that the tumor mass in the left axilla was not associated with the under- 
lying osseous system, and it was believed that this tumor mass consisted mainly 
of enlarged and broken down lymph glands. The drainage was continuous from 
the larger of these lesions and the material was of a seropurulent character. 
During the following month, the patient continued to lose ground, suffering from 
severe coughing spells and increasing weakness. His weight curve, however, 
remained about the same, and there was little change in the skin picture, excepting 
that pruritis was then a disturbing factor. The tumor mass in the left axilla 
continued to enlarge, and the entire left arm and hand had become edematous. 
Following a rise in temperature, associated with dyspnea, the patient developed 
1 pleural effusion which on tapping yielded 500 cc. of greenish yellow, thick 
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exudate. He developed a persistent cough, became irrational and on April 3, 1924, 
respiration ceased. Repeated examination of the blood failed to reveal any 
abnormalities in the differential picture, although it persistently showed a moderate 
leukocytosis with from 80 to 85 per cent polymorphonuclears. 

Biopsy.—On Feb. 23, 1923, a specimen was taken from the upper part of the 
back where the skin was slightly infiltrated, but presented no nodule formation 
or ulceration. The epithelium here was greatly thinned and in part detached, 
which was probably due to the cutting. Scattered throughout the corium was a 
diffusely infiltrating cellular process, least in the papillary layer and generally 
distributed over a loose pale-staining, connective tissue reticulum, while in deeper 
layers the process was much more marked and heavily infiltrated between the 
collagen bundles. With high magnification, the proliferation was seen to be 
lymphocytic in character, the predominating type being a pale-staining endothelial 
cell, which gave the tumor the appearance, as in case 4, of a large round cell 
lymphosarcoma. There were also seen marked capillary proliferation and 
numerous pigmented chromatophores. 

The second specimen of tissue was taken from the edge of an ulcerating 
sinus in the left axilla, and showed essentially the same microscopic picture, 
except that the infiltrate was everywhere more marked. 

Autopsy; April 23, 1923——A slight thickening of the meninges, a congestion 
and edema of both meninges and brain, a slight atrophy of the brain and a 
small recent hemorrhage were present. 

The choroid plexus showed marked passive chronic congestion, fibrosis, edema, 
cystic formation and numerous sand bodies, without neoplasm. The hypophysis showed 
congestion, edema, eosinophil cells in excess, and a normal amount of colloid. 
The pineal gland was normal. An acute fibrinous pericarditis, a marked fatty 
degenerative infiltration of the heart muscle and numerous atypical groups of 
lymphocytes in the epicardium were found. The aorta showed advanced atheroscle- 
rosis. There was chronic organizing fibrinous pleuritis, chronic empyema, atelectasis, 
chronic passive congestion and numerous metastases of the neoplasm, particularly 
in the walls of the smaller bronchi of the lungs. Some of the bronchi contained 
masses of neoplasm. The metastases seemed to be chiefly lymphogenous, but 
many vessels contained emboli of the neoplasm cells. 

The tongue showed marked chronic glossitis. The lymph follicles had com- 
pletely disappeared and areas of fibrosis represented their original site. The subepi- 
thelial tissue throughout the whole mucosa showed changes similar to those in the 
skin, proliferation of the capillaries and capillary endothelium, with histogenetic 
lymphocyte proliferation. A few pigmented chromatophores were observed in the 
tongue. The thymus showed a persistent atrophic thymus and metastases in 
the lymphoid tissue, also emboli of the tumor cells in the blood vessels. The 
rudimentary lymphoid tissue of the thyroid was replaced by neoplasm. The spleen 
revealed a chronic passive congestion, atrophy, thickening of the capsule and 
numerous metastases of the neoplasm in the pulp. The colon showed a chronic 
catarrhal colitis with pigmentation of the mucosa. The mucosa was infiltrated 
with atypical lymphocytes, without cells of the neoplastic type. There was a 
chronic obliterative appendix. There were marked hyperplasia of the lymphoid 
tissue of the stomach and chronic atrophic catarrhal gastritis. There was a 
chronic catarrhal duodenitis. A fatty atrophy of the pancreas was found. The 
adjacent lymph nodes showed marked replacement by metastases, without 
neoplasm. There was a marked brown atrophy of the liver, with a chronic 
passive congestion and localized metastases. Chronic catarrh and mucoid bile 
were seen in the gallbladder. One suprarenal gland was almost surrounded by neo- 
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plasm, but there was no involvement of the gland itself. A moderate lipoidosis was 
present. There was a moderately well advanced arteriosclerotic kidney. Many 
bile-stained casts, numerous scarred glomeruli retention cysts, a chronic parenchy- 
matous nephritis and a secondary contractive were present. There was a complete 
atrophy of the testes. A fibrosis of the basement membrane with some hyaline 
change was seen, but nothing suggesting syphilis. 

There was a slight glandular hyperplasia of the rudimentary lymph nodes of 
the prostate, with some cystic glands. 

The bladder was normal. 

The neoplasm presented everywhere the type of a large round cell lympho- 
sarcoma with abundant stroma. It presented a great variety of atypical mitotic 
figures and a typical hyperchromatic nucleus. Many of the cells were multinuclear 
and resembled the atypical myeloid cells of Hodgkin’s disease. The older parts of the 
neoplasm showed a marked tendency to necrosis. The neoplasm throughout the 
skin and lungs and all of the lymph nodes of the body showed a localization in 
the lymphoid tissue. In the lung the involvement of the peribronchial nodes and 
the rudimentary lymphoid tissue was particularly striking. The lymph nodes from 
all parts of the body showed an involvement by the neoplasm, the greatest involve- 
ment being in the axillary nodes on the left side; likewise, the spleen showed 
diffuse neoplastic infiltration of the pulp. The rudimentary lymph nodes in the 
retroperitoneal tissues, prevertebral tissues and mesentery showed also a neoplastic 
transformation corresponding to the tumor type. The lesions of the skin in all 
parts of the body showed varying stages of neoplasm development in the rudi- 
mentary lymph nodes. Some of the lesions of the skin showed secondary pyogenic 
infection which formed little ulcers. The lymphoid tissue of the gastro-intestinal 
tract did not show an involvement with the neoplasm and in the liver there were 
only localized involvements of the primitive lymph nodes, so that in this organ 
the neoplastic areas appeared more as metastases than as a part of a systemic 
lymphoid disease. 

The greatest part of the rib was replaced by neoplasm, completely infiltrating 
through the periosteum and through the rib, so that it was impossible to say 
whether it was a direct infiltration from the mass in the axilla. Sections of rib, 
however, taken at some distance from the main mass of the neoplasm, showed 
everywhere through the marrow nests of cells of the same type as the neoplasm. 
There was no normal red marrow in the rib examined. 

The corium showed a diffuse lymphocytic infiltration involving particularly the 
papillary layer. This lymphocytic proliferation was closely associated with the 
capillary walls, and the apparent lymphocytes appeared to be proliferating endo- 
thelial cells of the capillary walls. They were therefore histogenetic endothelial 
lymphocytes. Associated with these were numerous pigmented chromatophores. 
The corium, therefore, presented a diffuse proliferation of the capillaries and 
endothelial cells with pigmentation. Particularly in the upper part of the body, 
these infiltrations showed scattered cells of the myeloid type up to larger groups 
and masses of these cells, so that every stage of transition was shown between the 
lymphocyte and the neoplastic areas. Many of these lesions, particularly those 
that were well developed, showed superficial erosion with ulceration and staphylo- 
coccus infection. The lesions of the skin on the lower surface of the body showed 
less neoplasm development than those of the trunk. 

Pathologic Diagnosis—The diagnosis was: large round cell lymphosarcoma of 
the regional lymph nodes, most marked in the left axillary region, involving all the 
lymphoid tissues of the body with the exception of the gastro-intestinal tract and 
liver (?), associated with a diffuse endotheliolymphocyte infiltration of skin and 
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mucous membranes (mycosis fungoides); secondary staphylococcus infection of 
the lesions of the skin; bilateral hemohydrothorax with complete atelectasis of the 
left lung; acute fibrinous pericarditis, chronic organizing fibrinous pleuritis ; chronic 
adhesive perisplenitis ; advanced atherosclerosis of the aorta; early arteriosclerotic 
kidney with secondary contracted kidney; fatty degenerative infiltration of the 
heart muscle; brown atrophy of the liver; simple atrophy and chronic passive con- 
gestion of all the organs, and acute edema of the left arm. 


The similarity of the observations on this patient to the examples of 
poikiloderma atrophicans vasculare, described by Lane ** and Ormsby," 
was so striking that this case should, I believe, be regarded as an example 
of the Jacobi type of this rare condition. Microscopically, however, the 
infiltration of the neoplasm of a large round cell lymphosarcoma type 
with abundant stroma throughout the skin and lungs, as well as all the 
lymph nodes of the body with a localization in the lymphoid tissue, cer- 
tainly include this case as one of lymphoblastoma. Of the five recorded 
autopsies, Petges and Clejat,’’ Ormsby,'* Lane,’* Geisler *° and _ the 
necropsy under discussion, three revealed a lymphosarcoma type of new- 
growth, one tuberculosis of the lungs, and the other a death from sepsis. 
The occurrence of poikiloderma-like changes in cases 7 and 11 further 
suggests the possibility that poikiloderma atrophicans vasculare is not a 
disease entity, but is a clinical syndrome associated with varying under- 
lying systemic disease processes. 


Case 20.—History.—J. S., aged 41, an Armenian laborer, was seen on Sept. 21, 
1925. The patient said that eleven months before he was admitted to the hospital 
an eruption made its appearance on the hands and feet which was associated with 
marked burning and sweating. This soon spread and involved the trunk, as well 
as the extremities, and was associated with marked itching. Since the beginning 
of his trouble, he had had a large number of furuncles and abscesses. His treat- 
ment had been entirely local, but had been of no avail. 

Examination.—The patient was a well nourished man, who presented a gen- 
eralized eruption. This consisted of a diffuse, dusky erythema, especially of 
the buttocks and lower extremities, with considerable thickening and accentuation 
of the lines of cleavage. There was some associated fine scaling. Over both 
buttocks and the inner surface of the thighs, the skin was definitely infiltrated. The 
upper extremities were similarly involved, as was the trunk, although the latter 
was less striking in appearance. There was a diffuse, almost universal, fine bran- 
like exfoliation. The pruritus was severe and was evidenced by continuous rubbing 
during the examination, as well as by numerous and extensive excoriations. The 
superficial lymph glands were all enlarged to the size of a large olive, but the spleen 
and liver could not be felt. 


17. Lane, J. E.: Poikiloderma Atrophicans Vasculare, Arch. Dermat. & Syph. 
8:373 (Sept.) 1923. 

18. Ormsby, O. S.: Case for Diagnosis, J. Cutan. Dis. 35:42, 1917. 

19. Petges and Clejat: Sclerose atrophique de la peau et myosite généralisée, 
Ann. de dermat. et syph. 7:550, 1906. 

20. Geisler, H.: Zur Frage der Poikiloderma Atrophicans, Dermat. Wehnschr. 
85:1133 (Aug. 13) 1927. 
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Course —The patient remained under observation for a period of three weeks, 
during which time there was little change in the local or general condition. He was 
discharged on Oct. 7, 1925, and promised to return in six weeks, but there have 
never been subsequent visits. 

Several examinations of the blood failed to reveal any abnormalities in the 
blood picture. 

Biopsy—A small piece of the skin was removed from the right buttock on 
Oct. 7, 1925. With low magnification, one was immediately impressed with the 
resemblance of the picture to that in case 2, except that in this section the tumor 
cells were more localized, being arranged throughout the papillary layer in definite 
groups or nests. The mantling of the vessels and other skin structures by the 
infiltrate was also more striking, and extended deep into the corium. The 
epidermis was slightly hyperplastic ; otherwise it did not show peculiarities. Again, 
situated on a pale-stained, fine reticulum showing numerous young connective 
tissue cells was a cellular infiltrate composed mainly of lymphocytic cells. A few 
lymphoblasts were seen, but the greater portion of the cellular elements consisted 
of young lymphocytes together with many plasma cells. A few mature lympho- 
cytes with deeply staining nuclei were seen, as well as an occasional polymorpho- 


nuclear eosinophil. 


Unfortunately, it was impossible to follow this patient after his dis- 
charge from the hospital. The striking clinical resemblance to the con- 
ditions of the patients in cases 12 and 13, as seen early in the course of 
their illness, as well as the characteristic microscopic picture already 
present, however, led me to include this case in the group of lympho- 
blastomatous changes. 

COMMENT 

The results on twenty cases of lymphoblastoma with complete study at 
autopsy in ten are recorded. Attention is called to the striking variability 
of the clinical changes in this group of disease processes, making proper 
classification extremely difficult. That these seemingly widely divergent 
dermatoses are genetically related is established by the striking similarity 
of the microscopic picture. In each, one finds tumor cells of the lympho- 


cyte series, resting on a connective tissue reticulum, the distinguishing 


feature occurring in the degree of differentiation of the cells of the neo- 
plasm. Until more is known concerning the etiology of diseases of 
lymphatic origin, it would seem more natural and logical, on the basis of 
their genetic relationship, to apply to these varying clinical pictures the 
term lymphoblastoma. 

Nationality, age and occupation do not seem in any way to influence 
the course of the lymphoblastoma, judging from the cases in this series ; 
one is impressed, however, with the fact that, of the twenty cases, seven- 
teen were males. The other striking constant observation is the presence 
of a definite clinical enlargement of the superficial lymph glands in an 


identical number of cases. 
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CONCLUSIONS 

1. Twenty cases of lymphoblastoma are presented, ten with autopsy 
studies. 

2. This group presents itself under multiple clinical pictures. 

3. The various clinical types encountered present interchangeable 
pathologic observations. 

4. The constant pathologic condition in all is a cell of the lymphocyte 
series. 

5. Until further information is forthcoming concerning distinct 
etiology, the term lymphoblastoma would seem to be justified on the 
basis of the genetic relationships existing between the members of this 
group.*' 

ABSTRACT OF DISCUSSION 

Dr. Water J. HiGHMAN, New York: I think that we are indebted to 
Dr. Keim for a paper that tends to bring into harmony a great many contra- 
dictions in a field that is of growing importance in medicine in this country. These 
groups are being seen with increasing frequency, at least in large centers, and our 
understanding of the condition has not grown apace with the number of cases that 
are seen. This is particularly true with reference to the number of cases in which 
the striking manifestations of the disease are cutaneous. In the past there has been 
a tendency, and I think Dr. Keim emphasized this a number of years ago in another 
paper on this subject, to try to establish divergent clinical entities in a group of 
phenomena closely related. In what he has given us today he goes a great way 
toward overcoming this tendency and toward rationalizing divergencies that have 
required coordination. Brocq pointed out several years ago, in that form of mycosis 
fungoides which he called mycosis of the forme fruste, something of this sort, but 
his cases turned out, in a majority of instances, to be lymphosarcomatosis. It is 
unnecessary to repeat the historic difficulties the subject has presented, the curious 
nodular cases that do not conform to the pictures and yet belong to it. I think that 
Dr. Keim has given us a footing on which to build our understanding of the 
problem. 

I should like to know whether there is any evidence, so far as Dr. Keim’s 
experience goes, that these cases represent either a slowly developing intoxication 
of some sort, which may be the determining etiologic factor, or a metabolic dis- 
turbance that might be the same, or any other etiologic factors that might be 
considered as slowly developing ones which may at times become inhibited, so that 
a case that threatened to come in this group may recede. I have in mind a patient 
who had been treated at the Jadassohn clinic and also in New York, whose eruption 
started as pityriasis rubra of Hebra, which became like the conditions described, 
and which Jadassohn considered mycosis fungoides. That man today has no sign 
of pityriasis rubra of Hebra, of mycosis fungoides or even of the little nodules 
that started to develop. Such conditions starting and receding to normal deserve 
some little consideration from the standpoint that they may represent aborted 
types. Dr. Keim is to be thanked for his splendid presentation. 


21. Dr. Udo J. Wile gave the privilege of presenting this material, and 
Dr. Aldred S. Warthin furnished the autopsy reports. 
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Dr. FrepericK D. We1nMAN, Philadelphia: Yesterday morning, Dr. Michelson 
indicated to us that the etiologic agent of a given disease is not the whole thing, 
that there are various ways in which the other party to the proposition, i. e., the 
tissue, may react. He told us how in tuberculosis and, as we all know, in syphilis, 
one and the same organism may produce a different reaction, and that in different 
portions of the same person, even, the same cause may produce different reactions. 
Last night we had the same sort of theme from Prof. Bloch, in which he showed 
that the same sensitization might in some cases produce an eczematoid reaction 
and in others an urticarial reaction. This morning the same thing has occurred in 
Dr. Keim’s experience. It all shows that one cannot apprise a disease condition 
solely on the tissue reaction. One must take into consideration also the clinical 
phase. I think that we have been regarding the evidence of the pathologist too 
much as the only one which will get us anywhere, but these three papers occurring 
in two days show that it is our duty before we regard the autonomy of any disease 
as thoroughly established to satisfy ourselves that the exciting cause is known, and 
that after that we must take into consideration the type of lesions produced from 
the start to the necropsy table. This should go far toward encouraging clinical 
investigation. Everything of importance does not develop from the laboratory and 
the test tube. Furthermore, it should emphasize once more that the dermatologist is 
in a better position than any other specialist to follow from beginning to end the 
course of a disease entity. 

Dr. Henry H. Hazen, Washington, D. C.: Dr. Keim has had one of the 
interesting and important adventures in dermatology. He has taken a large group 
of diseases and their relation to each other and has shown that they can be classified 
under one head. To me this is one of the most important things that can be done, 
and I wish to congratulate Dr. Keim most thoroughly on the work he has done and 
the courage he has shown in making the grouping. I am certain from my experi- 
ence with the leukemia group that he is right. One interesting fact is that the 
dermatologist will frequently make a diagnosis ahead of the clinician in many of 
these cases. I have had the opportunity within the past few years of suggesting 
the diagnosis of Hodgkin’s disease and leukemia, and one or two other conditions, 
entirely from the cutaneous rash, and of being of aid to the medical service in 
that way. 

In addition, I wish to say that in a number of cases which have come to 
necropsy, and we have had a thorough study in some of the more important hospi- 
tals, notably institutions like the Walter Reed, we have been able to find nothing of 
an etiologic factor in the study of the case either before death or at necropsy. 

Dr. Jonn E. Lane, New Haven, Conn.: I wish to comment briefly on one of 
the cases Dr. Keim presented, the one in which the premycotic state presented 
poikiloderma-like changes. A patient of my own, with a similar condition, was 
shown at the New York Dermatological Society about two years ago, in whom 
the premycotic stage markedly resembled poikiloderma; so much so that it was the 
most probable diagnosis. Within a few months tumors began to develop rapidly, 
and the diagnosis of mycosis fungoides was evident. Cases in which the patients 
present an appearance similar to poikiloderma should now be included in the list 
of appearances which mycosis fungoides may show in the pretumor stage. 

Dr. Hartuer L. Kerm, Ann Arbor, Mich.: I atn grateful for the discussion of 
this problem, which, as you know, has interested me for some years. 

Regarding Dr. Highman’s remarks, I should like to refer to a similar case 
which was not included in the presentation because of lack of time. The 
sequence of events in this case is almost identical with the patient referred to by 
Dr. Highman. This man was seen in several other clinics before any changes in 
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the blood were present, with a universal scaling erythroderma. He has been under 


observation in our clinic since 1924, and at one time was extremely ill. At one 
period, there was considerable bleeding from the skin, great loss of weight, and 
for almost a week the patient was moribund. His family was told that he could 
not survive, but he slowly recovered, and in February, when the Chicago Derma- 
tological Society met in Ann Arbor, we again saw this patient. At that time, a 
striking change had occurred in his condition, and he was obviously in a period of 
remission. He had gained 30 pounds (13.6 Kg.), returned to his work as a loco- 
motive fireman, and his skin showed a fine reticulated atrophy, similar to the 
changes occurring in poikiloderma atrophicans vasculare. It is my belief that these 
patients do not remain permanently improved, but sooner or later come to a fatal 
issue. For that reason I do not believe it is merely a disturbance of metabolism, 
but rather that the changes are associated with a slowly growing, slowly differen- 
tiating neoplasm. 

With reference to Dr. Lane’s case, I well recall the report of that patient at the 
time the association met in Ann Arbor. Also included in this series is a patient 
with the picture of poikiloderma of the Jacobi type, which is almost identical with 
the case reported by Dr. Lane. This patient was also found anatomically to have 
a slowly differentiating neoplasm, the predominating cell being of the lympho- 
sarcoma type. 

I was glad also to hear that Dr. Hazen concurs with the view of this group of 
disease processes. There are many interesting reports in the American literature. 
Certainly if nothing more is to be gained, such a classification will give us uniform 
terminology in this widely divergent group of clinical dermatoses. 





CANCER OF THE SKIN DUE TO OCCUPATION 
TAR CARCINOMA * 


W. J. O'DONOVAN, M.D. 
Physician, Skin Department, London Hospital 


LONDON, ENGLAND 


The tar industry generally is not an unhealthy one. Much of the 
work is done in the open air and requires a sturdy type of workman, 
but there are two accepted elements of danger: (1) the action of pitch- 
dust on the conjunctive, (2) the action of tar or pitch-dust on the 
skin. In cold and windy weather the effects on the eyes are most 
unpleasant: lacrimation and severe smarting, all degrees of conjuncti- 
vitis, and even corneal ulceration may be met with among these workers. 
The irritant effect of pitch on the normal skin is shown by the intense 
dislike these employees have to washing immediately after work. It is 
commonly stated that the result of going out into the open air within an 
hour of washing is to produce a subjective burning sensation of great 
pain. The men appear to avoid hot water when washing, especially in 
the warmer months, and prefer after work to go home and cool down 
before washing. 

To palliate these discomforts, goggles or crepe are provided to save 
the eyes, and in one works in the north they paint their faces with a 
lotion of whiting and water mixed in a pail. They do this when they 
come to work and wash it off before they go home at night. 

Generally speaking, the men do not view the occurrence of tar warts 
with any alarm. They know by tradition and experience that many 
of these fall off, and a common remedy among them is the frequent 
application through the day of a crystal of washing soda kept in a 
pocket and wetted on the tongue before being rubbed across the top of 
the wart. Other workers go to the nearest chemist for the application 
of glacial acetic acid. 

In this industry, generally, employment is fairly stable; cases of con- 
tinuous employment from boyhood to old age are not rare, hence con- 
tinuous exposure is the lot of many workers. It is not the occasional 
exposure of the casual worker that needs regulation and care, but the 
commulative effect of regular exposure that works mischief or calls for 
remedial meastires. 

Incidence.—Following the compulsory notification of epitheliomatous 
ulceration by the Home Office Order of Jan. 1, 1920, accurate figures 
of the incidence of the grave ill effects of the tar and pitch industry 
will be available in the future, but present figures are not entirely reliable. 
One factory employing 350 men, near the London Hospital, fur- 


* Submitted for publication, Sept. 1, 1928. 
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nished three cases of epithelioma in the first quarter of 1920. From 
July, 1907, when the Workmen’s Compensation Act came into force, 
to August, 1911, thirty cases are known to have been reported for 
compensation by certifying surgeons, and sixteen other cases of 
epithelioma or of dangerous warts came to the knowledge of the Home 
Office in various ways. From 1914 to 1918 particulars of sixty-four 
cases of pitch ulceration were brought to the knowledge of certifying 
factory surgeons in South Wales, and Dr. Legge’ stated that two 
factories, in which by far the most satisfactory arrangements for wash- 
ing and supervision are made, account for forty-four of the sixty- 
four cases reported. 

In hospital practice these cases come to both surgical and derma- 
tologic clinics, but in London they are not at all common. In the London 
Hospital two or three cases are admitted yearly for operative treatment. 

By 1922, I completed a review of all the surgical and derma- 
tologic cases of tar cancer of the skin seen at the London Hospital from 
1903 to 1920. The year 1903 was arbitrarily chosen as the starting- 
point as a patient admitted on Dec. 17, 1903 (W. Prior), was the 
foundation of an important communication by the late Harold Barnard." 
This was the first paper in which an expert clinical description was 
given of the development and varieties of tar carcinoma. 

From a review of eighteen cases it was seen that the labor net must 
be cast widely to include all forms of tar contact. 


C. M.—Pickles telegraph poles G. B.—Gas-works laborer, handles tar 
T. L—tTar distiller and pitch 
R. R.—Pickles wood in creosote S. V.—Tar distiller 
W. D.—Tar distiller ’. P.—Creosotes timber 
G. Q.—Gas-works stoker, handles tar T. R.—Gas-works laborer 
J. D.—Laborer in anthracene department A. M.—Breaks up pitch beds every 
A. P.—Laborer in chemical factory, han- winter 

dles tar W. C.—Pumps tar and pitch from barges 
J. R—Creosotes timber G. B.—Loads barges with pitch 

M. T.—Sprays roads with tar 


The next outstanding point of clinical importance was the recog- 
nition of a latent period. Latency in skin disease is not an unknown 
phenomenon. Skin eruptions may occur days after exposure to injurious 
chemicals has ceased, reactions to x-rays and radium are delayed by 
fourteen to twenty-one days; hence, this point calls for comment in 
the etiology of tar carcinomas. 

An outstanding case of latency is that of T. R., aged 68, an 
employee in a railway office for twenty-eight years prior to admission 
to the hospital. Before his railway work he had been employed for 


twenty-eight vears as a laborer in a gas-works. For two vears before, 


1. Legge: Report of the Chief Inspector of Factories, chap. 8, 1918, p. 81. 
2. Barnard, Harold: Polyclinic 8:51, 1904. 





O’DONOV AN—OCCUPATIONAL CANCER 597 


he had a wart on the left side of the scrotum which had a central horny 
summit. This top became knocked off, and left a granular ulcer not 
infiltrating the deeper tissues. It was excised June 15, 1908, and did 


well. 

Bland-Sutton * mentioned a case of soot cancer with a similar clear 
latency of thirty-five years. 

J. R., aged 64, creosoted timber for forty years. For seven years 
warts had appeared on the hands and legs and behind the ears, and 
had fallen off and left scars behind them. He has not worked for two 
years. Eighteen months ago a wart on the scrotum fell off, leaving a 
small sore, which never healed, but steadily enlarged. Three months 
before admission to hospital, the glands of the left groin enlarged. He 
lost weight steadily, and grew weaker. On admission to the hospital 
on June 5, 1909, the condition was considered inoperable. In this 
patient it appears that the malignant character of the lesion became 
manifest six months after he left off work. 

The uncleanliness of the older type of worker in this industry is 
notorious ; hence, it is not improbable that pitch or tar irritation may be 
present for months after exposure has ceased, but a case such as T. R. 
does suggest the possibility of latency as a credible phenomenon. 

Another feature that impressed me was the multiplicity of the car- 
cinomatous lesions of the skin. Progressive experience, however, has 
made this factor so commonplace to myself and to my colleagues in 
observation of almost all forms of occupational cancer, that it now 
seems unworthy of detailed record. 

The sites of tar carcinoma were the face, the forearms and the 
scrotum. In one case the bladder was affected, but I lack confirmatory 
experience that makes it certain that this growth was necessarily due 
to the patient’s occupation in the tar industry. 

A histologic examination was made in all the cases reported and 
all the growths were squamous and prickle-cell carcinomas. There 
was always a wide or narrow hypertrophic margin surrounding the 
growth. The density of the tissue reaction to these cell invasions is a 
marked feature. However dense the reaction appeared there was no 
corresponding necrosis of the surrounding processes of growth. Small 
and large tumors proved microscopically to be carcinomatous, and 
papules no larger than a pea proved microscopically to be true car- 
cinomas. Whether the history was as short as two months or as long 
as twelve years, the neoplastic nature was invariable. 

Secondary growths in the lymphatic glands‘ had not occurred at 
the time of the publication of my paper in 1920, but I have seen them 


3. Bland-Sutton, J.: Tumours, Innocent and Malignant, 1917, p. 295. 
4. O'Donovan, W. J.: Epitheliomatous Ulceration Among Tar Workers, 
Brit. J. Dermat. 32:215, 1920. 





598 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


since with a fatal issue in one case, and in a man, aged 74, now under 
my care, who had been employed for forty years in the Becton Gas 
Works, an epitheliomatous ulcer on the scrotum disappeared entirely, 
leaving a white circular supple scar during the development of a 
fungating large mass of secondary carcinoma in the left groin. 

Continued work with these patients, of whom there seems to be a 
constant supply in modern industry, has convinced me that the prognosis 
is extremely good, provided that the patients appear early. ‘Treatment 
by flat plates of radium causes an easy removal of the whole neoplasm, 
but these patients have to be kept under observation afterward, as new 
growths are likely to occur in other parts of the skin. 


THE FACTORY AS A UNIT OF RESEARCH IN INDUSTRIAL CANCER 


The Incidence of Carcinoma Cutts in an Anthracene Factory.—Tar 
carcinomas have figured in surgical writings since Percival Pott wrote 
his monograph on chimney sweeps cancer in 1775, but the recorded 
cases including those reported by myself in 1920 are drawn from a 
wide industrial field extending from road sweepers to men employed 
in pickling telegraph poles in creosote. In attempting to find one 
solitary exciting factor for carcinoma cutis, great aid would be afforded 
if the field of research could be narrowed down to a factory where 
but one of the many constituents of tar was handled. 


This opportunity was afforded when I. Y., aged 62, came to the London Hos- 
pital in 1921. This patient had worked for five years at a riverside alizarine fac- 
tory in the East End of London. In the factory yard he unloaded boxes and sacks 
of anthracene “cake,” a green, moist, amorphous powder containing 40 per cent 
of pure anthracene and smelling strongly of creosote. For twenty-five previous 
years, I. Y. had worked as a pitch-breaker, using a pick and shovel to break up 
beds of pitch and load it into barges, and at this work he had suffered from con- 
junctivitis, due to pitch dust. The patient was a well-covered, sturdy, gray-haired 
man; his face was deeply bronzed, his forearms were brown, his covered skin was 
white. On the forearms were many small, pink telangiectases, and many dissem- 
inated, minute, gray, hard, follicular keratoses. On the back of his right wrist 
was an irregularly circular, raised flat tumor, with rounded overhanging edges and 
an ulcerated granular, slightly scabbed surface. In its highest part the tumor 
mass was 0.5 cm. above the skin, and it was not adherent to the deeper structures. 
It was painless and not tender. The growth began six months previously as “a 
small wart with a black top,” and the patient attributed its steady growth to 
knocking the top off against a tub. There were no other warts on his body, and 
the regional epitrochlear and axillary lymph glands were not enlarged. Micro- 
scopically, the lesion was a squamous and horny-celled carcinoma. The growth 
was removed by T. H. Openshaw on April 12, 1921. 

On Nov. 25, 1920, C. B., aged 53, came to the London Hospital with a lump 
on his face. He had worked for thirty years at the factory where the other 
patients were employed. He had never worked in tar, creosote or pitch, and his 
work, he said, had been constant; he had worked at the grinding of anthracene 
cake, had looked after the centrifuges in which it was whizzed, and had helped 
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at loading in the yard. He had always had good health (Wassermann reaction 
negative). Three months previously he noticed a pimple on the right side of his 
face, which had grown rapidly in size. The patient was a well-built, slightly 
gray-haired man, with a dark brown complexion and forearms. Warts, kera- 
toses or enlarged glands were not demonstrated. On the middle of the right 
cheek was a button-like, raised growth, the size of a half-penny, with a hard con- 
sistence, cutting like cartilage, and a slightly ulcerated and roughened surface (a 
depressed scar on the right temple was due to an old injury). Microscopically, 
the growth was a squamous and horny carcinoma. The growth disappeared 
entirely after treatment with radium, and when the patient was seen seven and 
fourteen months later there was no sign of recurrence. 

In the same month, S. B., aged 59, came to the London Hospital with an ulcer 
on his right wrist. He was laid up with “rheumatic fever’ when 23 years old; 
otherwise he had had good health. He worked in the same factory as the other 
patients for thirty-two years, and for the last twenty years had been a foreman 
in the anthracene purifying plant. The patient’s face and forearms were dark— 
swarthy—and on his forearms were many small keratoses and small black acne 
spots. Immediately above the right wrist joint on the radial aspect was a rounded 
irregularly shaped ulcer, 3 by 2 inches (7.62 by 5.08 cm.) in diameter with a hard, 
rolled, raised border. He had noticed this for the past four years. It had enlarged 
more rapidly during the last six months, and had bled after injuries received at 
work. The growth was not painful or tender, and was not deeply adherent; there 
were no enlarged regional glands. Mr. Warren removed the growth and skin- 
grafted its base on Dec. 30, 1920. Microscopically, it also proved to be a squamous 
and horny-celled carcinoma. 


This group attracted attention as a factory experiment of a unique 
type. Owing to the courtesy of the management I was able to see all 
the men at work on the plant. The most noteworthy feature was the 
deep staining of the hands and faces of the workers dealing with the 
crude anthracene, while those who were responsible for the sublimation 
process and final packing were free from any lesions whatever, and 
their exposed skin was not pigmented brown. 

The yard men handling the amorphous cake in boxes and sacks 
varied from 29 to 57 years of age. Their hands were deep brown, 
sometimes almost green in their coloration, and their faces and necks 
were very swarthy. There was acne of their neck and forearms, and 
minute keratoses on their forearms, most marked on the ulnar border. 
One man, aged 25, who had been employed at this factory for five years, 
showed plugged black follicles on his forearms, copious acne of his face 
and neck with many small white, sunken, round scars. Another, 
aged 37, with only two years’ employment, had developed a brown 
exposed skin with acne of his face and forearms and minute keratoses 
of the forearms. A man, aged 57, with only three years’ employment, 
showed acne, keratoses and fine telangiectases on his forearms. 

The men operating the stills were also dark, and showed similar 
but slighter lesions, which had developed in four and five years’ employ- 


Peewee We wee 
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ment on this work. Generally the men consider this a_ healthy 
employment. It is not laborious, the work is open to the air on the 
Thames side, and long continuity of employment is a feature of the 
industry. None could recollect any previous cases of men needing 
hospital treatment for any lesion connected with the industry. Three 
cases of carcinoma occurring within a short time in a plant employing 
about twenty-five men is a heavy incidence of a grave industrial disease. 

Summary.—1. Elderly anthracene workers are liable to carcinomas 
of the skin similar to those found in sweeps, tar, cresote and paraffin 
workers. 

2. These growths are squamous and horn cell carcinomas. Metas- 
tases have not been found. 

3. Unlike cases of cancer caused by tar, a multiplicity of growths 
in any one patient was not seen. Four years was the longest and three 
months the shortest duration of the growths. 

4. Minor lesions—acne, keratoses, telangiectases and pigmentation— 
are common features in workers in the plant. 

5. A plant may run for thirty-five years before a case of carcinoma 
develops. 

6. The handling of purified anthracene does not appear to be 


attached to the industrial hazard attributed to the handling of anthracene 


cake. 

Arsenic Cancer of Occupational Origin—Cases of cancer of the 
skin due to occupational exposure to arsenic were seen at the London 
Hospital, one in 1924 and two in 1910. Sir F. Eve’s notes in 1910 
stated that all workers at the factory from which W. C., aged 49, had 
been employed, were deeply pigmented. It is regretted that this impor- 
tant clue was never followed up, for at this distant factory, from 
which three cases were received at the London Hospital, other cases 
occurred and should have been far earlier objects of observation and of 
preventive medicine. 

Sheep dip is an arsenite of soda containing arsenic sulphide and 
free arsenious acid. The process of manufacture is very dusty.® 

These three patients had been employed for twenty-six and twenty 
years in the sheep dip industry. Each patient developed a squamous 
cell carcinoma. The clinical picture of all was made up of pigmentation 
keratoses and single or multiple malignant growths. There were no 
special sites. The face, abdomen, scrotum, buttock, clavicle and lower 
part of the chest were affected. 


5. White, Prosser: Occupational Affections of the Skin, New York, Paul B. 
Hoeber, Inc., 1920, p. 194. 
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In 1820, John Ayrton Paris, in the fourth edition of his Pharma- 
cologia, described arsenic cancer of the scrotum occurring in tin smelters. 
He compared this arsenic cancerous disease with that which infests 
chimney sweepers. Yet by 1920, this disease had not been prevented. 


OIL CARCINOMA 


Dr. Scott ° has brought up to date the knowledge of cancer among 
shale oil workers, but this is a decaying industry. More important is 
the problem of carcinoma among industrial workers who handle heavy 
grade oils. In London I have not seen any cases of mule-spinners’ 
cancer. I had the opportunity of demonstrating oil lesions in a gun- 
smith, aged 55, who had worked for thirty-nine years wearing clothes 
saturated with oil, mostly “rangoon oil” and vaseline. Fifteen cutaneous 
tumors had been removed surgically. The gravest operation was the 
removal of nearly all of his nose. Four of these tumors had been sub- 
mitted to microscopic examination and they were all squamous cell 
carcinomas. Adenopathy had not developed. When I showed this 
patient at the Royal Society of Medicine in May, 1926, there were 
malignant tumors present on the scrotum, limbs and ears. 

The use of mineral oil in machinery is comparatively modern. 
Twenty years employment is probably necessary before carcinomatous 
changes develop, hence this case may be only a warning of much future 
trouble of this character, unless clean working becomes a cardinal rule 
in all forms of occupation in which the workers come in contact with 


heavy mineral oils. 


X-RAY CARCINOMA (SQUAMOUS AND BASAL CELL ) 


Destructive squamous cell carcinoma of the skin of the extremities 


was a commonplace occurrence in the history of the personnel of all 
hospitals that took up x-ray work in its early days, but a unique case 
came under my observation in the person of S., aged 50, who had been 
a professional radiographer at the London Hospital for twenty-five 


years. 


The patient told me that he made a constant practice of demonstrating his heart 
to students and visitors in his early professional days. His skin showed a mild 
degree of general congenital ichthyosis. He was a blonde, well built, active man 
and had had no noteworthy illnesses. Fifteen years before examination he had 
complained of a scaling solitary “psoriatic” patch over the middle of his sternum, 
which was treated by a radium plate application. This area today showed a quad- 
rilateral, pallid, vascularized scar. His finger nails were slightly dystrophic, and 
over the vertebral border of his left scapula was a rounded area, 4 inches (10.16 cm.) 


6. Scott, A.: Eighth Scientific Report, Imperial Cancer Research Fund, 1923. 
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in diameter, showing the atrophy, vascularity and slight pigmentation of the skin, 
characteristic of x-ray dermatitis. Adenopathy had not occurred. The Wasser- 
mann reaction was negative. 

Five years ago he had developed a translucent swelling in the center of the right 
lower eyelid. This was excised and microscopically proved to be a basal cell 
carcinoma. At this time he was completely withdrawn from x-ray work, and 
has since confined himself to clinical photography. During the last year the scar 
in the right lower eyelid became thickened and elevated, showing a distinct 
relapse of neoplastic infiltration, which definitely involved the tarsal plate. New 
lesions developed on the trunk, which were circular, varying in size from 0.5 to 
2 cm. in diameter, having an erythematous base and a dry surface made up of 
adherent, coarse, slightly yellowish scales. In front of the left shoulder was a 
raised, semitranslucent, nodular lesion 1 cm. in diameter, which has been recently 
excised; this also was microscopically proved to be a basal cell carcinoma. 

I have counted, in all, fifteen recognizable lesions of the nature of erythematous 
superficial rodent ulcers on his trunk. 

A photograph showing the multiplicity of these lesions was published in the 
Proceedings of the Skin Section of the Royal Society of Medicine in December, 
1927. By the present date all the lesions have been treated with a flat radium plate 
and have disappeared, leaving supple scars. These growths were all of the type 
known as rodent ulcers or basal cell carcinomas, a type which is recognized in 
Australia as being often due to prolonged exposure to actinic sunlight. 


CARCINOMA OF THE HANDS 


The time now seems opportune to analyze a series of cases of 
carcinoma of the hand to see whether a recognizable occupational agent 


enters constantly or only intermittently into the causation of a well 


defined group of cutaneous carcinoma. 

The records that have been searched, since 1909, have been accumu- 
lated by the students, house physicians and registrars of the London 
Hospital. The clinical and pathologic detail is ordinarily indexed with 
care, so that any lacunz in the data are due to the fact that important fac- 
tors now looked for were not appreciated by the reporters. Although the 
late Mr. Barnard on the surgical staff of the London Hospital did 
pioneer work in the problem of occupational carcinoma, nevertheless in 
many of these cases either etiologic nor occupational note has been 
attempted. All the patients in the cases referred to have since been 
written to, but owing to the war and movements of the population only 
a few satisfactory or helpful replies have been received. A constant 
source of error that must be checked where possible is the fact that 
many of these workers, when they come for treatment, are advanced 
in years, and the occupation recorded is that of their last phase but not 
necessarily that of their active years. A clinical clerk without instruc- 
tion would not realize his responsibility in disentangling the various 
trades of an elderly workman. 

Sixty-one patients in all have been admitted into the hospital, most 
under the care of the surgical department. Forty-eight were men and 
thirteen were women. 
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The thirteen cases may be analyzed first as a separate group. 
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Thirteen cases occurred in women, as follows: 


1. H., aged 56, melanotic basal carcinoma of the skin of the wrist (water- 
man’s wife). 

2. S., aged 65, squamous and horny carcinoma of the skin of the hand 
(gardener’s wife). 

3. M., aged 71, squamous and horny carcinoma of the skin of the hand (no 
occupation note). 

4. W., aged 67, squamous and horny carcinoma of the skin of the hand (no 
occupation note). 

5. B., aged 77, squamous and horny carcinoma of the skin of the wrist 
(laborer’s wife). 

6. D., aged 59, squamous and horny carcinoma of the back of the hand (no 
occupation note). 

7. B., aged 29, squamous and horny carcinoma of the ring finger (domestic 
servant). 

8. D., aged 78, squamous and horny carcinoma of the ring finger (no occu- 
pation note). 

9. F., aged 28, squamous and horny carcinoma of the scar tissue of the wrist 
(no occupation note). 

10. H., aged 88, squamous and horny carcinoma of the skin of the hand. 

11. S., aged 59, squamous and horny carcinoma of the skin of the hand (bag 
repairer). 

12. G., aged 48, squamous and horny carcinoma of the skin of the hand (no 
occupation note). 

13. D., aged 19, basal cell carcinoma of the skin of the hand (domestic servant). 

In these women the age is the first noteworthy factor. D. (case 13), aged 19, 
had had a basal cell carcinoma which originated in all probability in an embryonic 
rest, and was not occupational in its origin, although it might be maintained that 
constant hot water, in the case of a domestic servant, might hurry the development 
of a rodent ulcer. 

The next in age, B. (case 7), was 29, and here there was a definite local 
irritant in the form of a cheap gilt ring of base metal, acting for a short period of 
years as a local agent of friction and possibly of chemical irritation as well. 

F (case 9), the only other young patient in this list, aged 28, was a single girl, 
of no occupation. She had had lupus on the back of her right forearm, and of her 
right index finger for seventeen years. She had had many years of x-ray treatment 
for this lupus. The diagnosis of carcinoma was confirmed by microscopic examina- 
tion, and the right arm was amputated above the elbow. In this case the continued 
x-ray treatment was the causative factor of so early an onset of carcinoma of 
the hand. 

Excluding, then, these three cases, of those that remain the ages are 48, 56, 59, 
65, 67, 71, 77, 78 and 88. The left hand was affected in three cases, and the right 
hand in four cases. In the remaining six cases there was not any record as to 
which hand was affected. These figures are too small to allow any deductions 
as to whether the right or left hand is more liable to carcinomatous changes in the 
women. In six of the women an occupational record could not be made, either from 
the hospital notes or as a result of correspondence. 

5. B., attributed the growth to the knocking off of a small pimple. 

1. H. said that her trouble was due to injuring a wart at the base of her thumb 
while engaged in household work. 
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2. S. throughout her life had done professional gardening, as well as housework 
and conceivably may have handled soot and have rubbed silica or earth into the 
cracks in her hands. The same would apply to 11, S., who earned her living as 
a repairer of old potato sacks. 

Forty-eight cases occurred in men, as follows: 

C., aged 48, squamous and horny carcinoma of the skin of the hand (tailor). 

T., aged 71, squamous and horny carcinoma of the skin of the hand (? occu- 
pation). 

D., aged 59, squamous carcinoma on the back of the hand (? occupation). 

T., aged 44, squamous and horny carcinoma of the skin of the thumb (pho- 
tographer ). 

V., aged 69, squamous and horny carcinoma of the back of the hand (laborer). 

T., aged 71, squamous and horny carcinoma of the skin of the finger (tar 
worker ). 

L., aged 75, squamous and horny carcinoma of the skin of the hand (tar worker). 

J., aged 40, squamous and horny carcinoma of the skin of the hand (tar worker). 

W., aged 63, squamous and horny carcinoma of the back of the hand (? occu- 
pation). 

P., aged 65, squamous and horny carcinoma of the skin of the hand (? occupa- 
tion). 

W., aged 49, squamous and horny carcinoma of the back of the hand (? occu- 
pation). 

M., aged 56, squamous and horny carcinoma of the ring finger (? occupation). 

B., aged 52, squamous and horny carcinoma of the hand (tar worker). 

B., aged 41, squamous and horny carcinoma of the skin of the hand (radi- 
ographer ). 

W., aged 71, squamous and horny carcinoma of the skin of the finger (post- 
office engineer ). 

S., aged 85, squamous and horny carcinoma of the skin of the hand (road 
sweeper ). 

H., aged 57, squamous and horny carcinoma of the back of the hand (radi- 
ographer). 

T., aged 77, squamous and horny carcinoma of the skin of the hand (brick- 
layer). 

B., aged 70, squamous and horny carcinoma of the skin of the hand (painter). 

C., aged 71, squamous and horny carcinoma of the skin of the forearm (a 
scavenger ). 

M., aged 65, squamous and horny carcinoma of the skin of the finger (wheel- 
wright). 

G., ? age, squamous and horny carcinoma of the skin of the back of the hand 
(? occupation). 

B., aged 66, squamous carcinoma of the skin of the hand (tar worker). 

S., aged 56, squamous carcinoma of the thumb (Custom’s watcher). 

W., aged 35, squamous carcinoma of the skin of the fingers (radiographer ). 

D., aged 50, squamous and horny carcinoma of the skin of the forearm (tar 
worker). 

S., aged 56, solid polygonal-celled carcinoma of the skin of the hand (retired 
policeman). 

A., aged 60, squamous and polygonal-celied carcinoma of the skin of the hand 
(laborer). 

D., aged 54, squamous and horny carcinoma of the skin of the hand (tar 
worker). 
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D., aged 45, squamous and horny carcinoma of the skin of the hand (manu- 
facturer of x-ray apparatus). 

D., aged 65, squamous and horny carcinoma of the skin of the hand (shoe- 
maker ). 

B., aged 78, squamous and horny carcinoma of the skin of the hand (grocer). 

B., aged 78, squamous and horny carcinoma of the skin of the hand (? occu- 
pation). 

B., aged 75, squamous and horny carcinoma of the skin of the hand (night 
watchman). 

R., aged 61, squamous and horny carcinoma of the skin of the forearm (tar 
worker ). 

R., aged 42, squamous and horny carcinoma of the skin of the hand (farmer). 

Q., aged 61, squamous and horny carcinoma of the skin of the hand (laborer). 

Anon., aged 23, squamous and horny carcinoma of the skin of the hand (? occu- 
pation). 

F., aged 32, solid acinar, rarely tubular, basal cell carcinoma of the skin of 
the wrist (bricklayer). 

G., aged 48, squamous and horny carcinoma of the skin of the hand (? occupa- 
tion). 

B., aged 52, squamous and prickled-celled carcinoma of the skin of the back of 
the hand (? occupation). 

B., aged 59, solid trabecular carcinoma of the skin of the back of the hand 
(tar pavior). 

W., aged 72, acinar, medullary carcinoma of the epidermal cells invading the 
base of the proximal phalanx of the finger (no melanin). 

H., aged 74, squamous and horny carcinoma of the skin of the back of the 
hand (pensioner). 

M., aged 54, squamous and horny carcinoma of the skin of the back of the hand 
(? occupation). 

J., aged 60, squamous and horny carcinoma of the skin of the back of the hand 
and fourth metacarpus (laborer). 

R., aged 42, squamous and horny carcinoma of the skin of the hand (? occupa- 
tion). 

G., aged 60, squamous and horny carcinoma of the skin of the hand (Aus- 
tralian farmer). 

The occupation records are lamentably scanty. 

On reviewing this list, nine tar workers and three radiographers, 
whose hazardous occupation is generally recognized, are not considered. 
In only one case was a note made of the coexistence of congenital 
icthyosis. Two were bricklayers, T., aged 77, who is alive and well, 
and F., aged 32, who died in 1915, a year after his operation. 

Whether or not a photographer is especially liable to occupational 
carcinoma is not settled by the solitary case of T., aged 44, but the 
cases of the postoffice engineer (W., aged 71), the road sweeper (S., 
aged 75), the scavenger (C., aged 71), the Custom’s watcher (S., 
aged 56), the farmers (R., aged 42, and G., aged 60), suggest that 


constant exposure to actinic light in the open air may have been an 
aggravating factor. Although the gaps in the history of these cases are 
most noticeable as regards the patients’ occupation, nevertheless, I think 
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from the records that have been made that the conception of actinic 
lesions must be extended far beyond the conception implied by Unna’s 
“sailors’ skin.””’ Under this heading, Unna‘ described a condition of 
those parts of the skin exposed to the weather in persons spending their 
lives at sea. To the first stage of erythema, pigmentation and hyper- 
keratosis, which may last for years, there succeeds a further one, in 
which large warty-like growths, hypertrophies of the sebaceous glands, 
and papillary and ulcerating carcinoma may appear. Usually all these 
forms of growth are found together at this period. The ulcers all have 
an indolent and superficially rodent character (like Jacob’s ulcer), but 
they begin with a warty nodule. This conception of actinogenic 
carcinoma must be extended from those employed in occupations at 
sea to those on land in both temperate and tropical climates. 


7. Unna, P. G.: Histopathology of Diseases of the Skin, 1896, p. 719. 





THE MECHANISTIC ERA IN DERMATOLOGY * 


WALTER J. HIGHMAN, M.D. 
NEW YORK 


Utopia might be imagined as an automat with slot machines for all 
human needs. It would not, however, be altogether Utopia until three 
voluntary manipulations had been mechanistically supplanted: loading 
the machine, depositing the coin and removing what had been delivered. 
A dusky aborigine’s Utopia might be a somnolent idyl under a tree, with 
waking moments and the foreordained descent of peeled and predigested 
bananas so timed that his mouth is agape ready to receive them. There 
is only a superficial difference between the two fantasies. Aside from 
being man made, the first would affect human character precisely as 
the second would. Intelligence, initiative and progress would languish 
because there would be no reason for their being. Overstandardization, 
the by-product of overmechanization, tends toward such a state, and is 
incompatible with individuality. The purpose of machinery is to soften 
the rigor of life by conquering time, space and effort, but if life becomes 
too easy, the friction of living, which alone keeps living diversified and 
wholesome, is too greatly reduced and thinking becomes unnecessary ; 
thus indolence of body and mind is fostered. Bertrand Russell, in a 


remarkable essay entitled “Icarus,” discusses this menace and its pre- 


vention. 

The question is, Can man continue to dominate his machinery, or 
will it, like Frankenstein, dominate him? In medicine, as in other 
fields, this is a problem, and in dermatology it is as much a problem 
as in other branches of medicine. It is only with dermatology in relation 
to mechanism that this paper deals. Machinery remains beneficial so 
long as it is directed with astuteness. As soon as its use ceases to be 
purposeful, as soon as it is diffusely applied, it becomes a handicap. 
Maghines are senseless and can be adapted but to specific ends. The 
sense must be supplied by a controlling mind. In industrial vocations 
no other conception prevails, and machines have defined uses. One 
does not attempt to weave linen on a lathe, or to make steel rails and 
watch springs with the same apparatus. In dermatology, which too is 
a vocation and one which has been enriched by many types of machinery, 
dermatologists must pay heed lest the drone of the motor lull them 
into slumber similar to that of the aborigine under the fruit palm, or 
into the inertia of a mechanical Utopia. 


* Submitted for publication, July 14, 1928. 
* Read at the Fifty-First Annual Meeting of the American Dermatological 
Association, Washington, D. C., May 1, 1928 
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Thirty years ago a dermatologist’s equipment other than furniture 
consisted of writing material, a certain amount of minor surgical cutlery, 
an electrolysis needle, a cautery and a few kinds of syringes for the 
injection of analgesics and the mercurials. Writing material heads the 
list because the therapy was mainly prescribing for what had first 
been pedantically named. Twenty-five years ago the roentgen ray had 
been ensconced, dosage being intuitive. Today the roentgen ray is 
generated in an elegant composite of cabinet work, aerial wiring, 
nickelled fittings and the like, compared with which the prototype looks 
the way the DeWitt Clinton looks next to a modern locomotive. More 
than this, there are now the Grenz ray, a weak brother of the roentgen 
ray, machines dispensing ultraviolet or infra-red rays ; electric appliances 
for desiccating, coagulating or burning tissue; plaques, tubes or beads 
of radium or radium emanations, while diathermy is coquetting for a 
place in the sun. There are a number of minor devices which may be 
considered ordinary properties for the dermatologic setting. What today 
escapes the Scylla of organotherapy cannot evade the physiotherapeutic 
Charybdis. Lest I be regarded as belittling all of this, I hasten to 
explain that the intent of this paper is to favor the view that a great 
part of this apparatus is indispensable, in its proper place. Satire is not 
intended, least of all at the unchivalrous expense of inanimate machinery 
impotent to resent the fact that it is often handled without imagination. 

Patients with skin diseases are consigned to machines with less 
malice, perhaps, than victims of the Inquisition were to the thumb rack 
or the Eiserne Jungfrau, but often quite as perfunctorily. The roentgen 
ray must cure skin cancer, which is neoplasia, on the same day that it 
must ameliorate atrophic lichen, which is an atrophy. Between these two 
an obstinate indeterminate dermatosis has been exposed to this agent in 
the hope that a machine may accomplish what a defeated physician could 
not. If the roentgen ray has been tried and found wanting, the ultra- 
violet light is cpnscripted, and finally in the face of a debacle and the 
impending migration of a patient to parts unknown, the infra-red ray 
is enlisted. How fortunate that the gamut of the spectrum is” no 
greater, for blue, green, orange, red, violet and yellow rays have not 
yet even been tapped; so the gauntlet the patient must run is still 
short. Equipment in itself is impressive. It captivates laymen and 
hypnotizes physicians. A small medical group foregathered at the offices 
of a colleague who beguiled his guests with an inspection of his splendid 
apparatus, an illuminating address and a buffet of conspicuous excel- 
lence. The elaborate installation and the quality of the refreshments 
were what was extolled the next day by the guests. That the host was 
an expert in his art, or that his talent approximated genius, were scarcely 
mentioned ; nor was it at all appreciated that this same man with less 


pretentious tools would be no less the master he happens to be. 
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About three hundred centuries ago, early in the paleolithic age, a 
race flourished that left on the walls of its cavern dwellings animal 
paintings far better than any produced until after the medieval period 
of recorded history. These Cromagnards worked with primitive imple- 
ments. Undoubtedly such gifted people, had they been civilized and 
accoutred as painters are today, might have done even better work, 
but apparatus alone cannot turn an ungifted artisan into an artist. On 
the other hand, the equipment of a dermatologist alone cannot create 
a dermatologist, neither is merely using such equipment enlightened 
dermatology, nor would dermatology suffer nearly as much through 
the annihilation of machinery as through annihilation of qualified 
dermatologists, albeit how much it might be advanced by annihilation 
of unqualified ones it might be cynical to conjecture. However, it is 
precisely because glib use of machinery can elevate mediocrity to an 
apparently higher level that machinery, as such, is dangerous. Nor, in 
all fairness, is this the only menace. A well trained dermatologist may 
himself be tempted to turn to his mechanisms for help when he is 
embarrassed, or suffers a lapse in cerebration. 

Before any treatment is begun, a skin disease ought to be classified, 
less with reference to its designation than as a process. The nature, origin 
and pathogenesis of the disease and the effect of the process on the 
tissue must all be determined. The factors involved are the patient’s 
story, the dermatologist’s observations and clinical and laboratory 
studies. These having been construed, it is assumed that the derma- 
tologist in contradistinction to the pseudodermatologist will plan his 
campaign of therapy along lines of reason and experience. That his 
strategy cannot be intellectually complete goes without saying, for there 
is more to be learned of skin diseases than yet is known, but the effort 
should be conceived in intelligence and should constitute something 
more than a reflex action. It should not merely be cancer, roentgen 
rays; baldness, ultraviolet light; psoriasis, roentgen rays and arsenic. 
Machines have not yet deprived the dermatologist of his eyes, his finger 
tips to percuss and palpate, his ears to use a stethoscope, his imagination 
to direct laboratory studies, his memory to draw on past experience or 
his mentality to coordinate observations before he starts the revolution 
of a motor. If he does less than this, he does no more than an ameba 
when its pseudopods retract from an object or envelop it. 

One of the great flaws in dermatology is the tradition that the 
patient’s story is subsidiary to the objective phenomena. It is what 
the patient states, and how he behaves that give a clue to his per- 
sonality and his disease, as important a thing to determine when he 
has a dermatosis as when he has any other disease. In all other depart- 
ments of medicine the principle is recognized that a clinical picture, 





610 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


to be complete, must be composed of what can be learned of its sub- 
jective and objective elements. To establish whether or not an eruption 
itches, burns or pains is scarcely enough. The sequence of events, how 
the patient feels and what general symptoms are associated with an 
eruption are matters equal in importance with what the dermatologist 
may see; for whose eyes are infallible? Furthermore, in chronic or 
recurrent dermatoses, it is essential to find out what sort of treatment 
has already been attempted, especially in view of the wide use of the 
roentgen ray. Three points are involved here: (1) the prevention of 
overdosage; (2) the useless repetition of inefficacious therapy; (3) 
determining whether the roentgen ray intensifies the eruption as it 
sometimes may. 

Psoriasis and acne so generally excite the impulse to use the roentgen 
ray that no other conditions need be mentioned to illustrate point 
one. In acne, the menace involved is less imminent than in psoriasis; 
for the latter, extending over years, is likely to be seen by more der- 
matologists than the former, and if each one of them, without informa- 
tion as to the past, uses the x-rays, the obvious result will ensue. The 
second point is more subtle. The patient may state that x-rays have 
been used without avail. If he suffers with a dermatosis considered 
amenable to the rays, his physician should attempt to discover the reason 
for the failure. An instance occurs to me of a women with pruritus 
vulvae who was treated with the x-rays without any apparent benefit. 
It was found that she had diabetes, and on suitable treatment for the 
major condition the itching disappeared. Roentgen therapy could not 
possibly have been beneficial. In cases of pruritus vulvae or ani, the 
x-rays should never be used unless no explanation for the condition 
can be found, such as the presence of diabetes, vaginitis, cervical 
tears, internal hemorrhoids and fissures. Another patient with recurrent 
periods of vulvar pruritus was promptly relieved by roentgen treat- 
ment with each relapse, until a point had been reached beyond which 
it would have been dangerous to continue such therapy. On the left 
lesser labium a small tab had formed, with a slight fissured peduncle. 
Removal of this tab terminated the itching. Microscopic examination 
of the lesion exposed the presence of a squamous cell cancer at the 
distal end, the proximal one being scar tissue. Ultimately she succumbed 
to carcinomatosis. The neoplasm was probably not due to the x-rays, 
for she had not had an overdose, but if treatment had been pressed 
beyond a reasonable limit, there would not have been any way of 
excluding it as a productive factor of the cancer, nor would it have 
cured the pruritus. Less dramatic considerations are mere obstinacy 
or constant recurrence of lesions usually controlled by the roentgen ray. 
Psoriasis, acne, lichenification, chronic dermatitis may not respond to 
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roentgen therapy. This is sufficient reason not to persist, even though 
no explanation may be found for the failure. 

At times migratory patients will report that the x-rays intensify 
their eruptions. One such experience will illustrate the significance of 
this. The patient had generalized vesiculosquamous eczema. About 
four years before he had consulted a capable dermatologist, who inter- 
preted the eruption, then confined to the groin, as dermatophytosis. 
The x-rays were applied, which promptly universalized the lesions. 
Gradually, in eight months, he recovered. About two years later, a 
recurrence took piace. He consulted a second dermatologist of high 
standing who insisted on using the x-rays. The patient was equally 
firm in withholding his aquiescence, stating his reasons. The physician 
was arbitrary. I fancy the scene was less melodramatic than the way 
it was recounted to a third dermatologist, who happened to be myself. 
The patient was an intelligent observer. He had consulted a urologist 
for burning micturition, and although hematuria was present the 
urologist assured him that there was no connection between this and 
the skin condition. For about two months I endeavored in vain to con- 
trol the eczema. In the meanwhile it was found that the man had a 
huge stone in his right kidney, pyuria and hematuria. On a given 
Monday a nephrectomy was performed. By the following Thursday 
his generalized eczema had vanished, and so far as I know it has not 
returned in six months. The point of this recital is incidentally to illus- 
trate that dermatophytosis is not due to kidney stones, and it should 
not be assumed to be present in this condition unless parasites are 
found. It is more, however, to emphasize that the x-rays intensified 
the eruption in this patient, information which the second physician 
should have welcomed, rather than resented. It is particularly in 
eczema of the grouped vesicular, disseminated type that I have seen 
the x-rays aggravate the condition. I fancy they increase sensibility 
to the precipitant in such skins, as the actinic rays activate the skin in 
persons with pellagra. 

In my own experience roentgen therapy is of exceptional value in 
the treatment of adolescents with acne, in the control of the lymphoder- 
mas, in sarcomatosis Kaposi and in producing epilation in ringworm of 
the scalp. Roentgen therapy is of great value in selected cases of 
psoriasis, lichenification, lichen planus, plantar warts, itching of the 
genitalia and anus, chronic restricted patches of squamous eczema, 
marked seborrhea, including that of the scalp, and in some pyodermias. 
It is occasionally useful in many other skin diseases, and is a valuable 
adjuvant in treating patients who have cancer of the skin, but I dislike 
the x-rays as the sole agent for this condition. I do not believe that the 
x-rays are effective in dermatoses in which there is marked telangiectasia 
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or in which there is atrophy. The roentgen rays profoundly affect the 
capillaries, collagen and elastin, and when the lesion represents a 
disease of these elements, the x-rays theoretically constitutes a double 
jeopardy. 

No matter to which of the classifications just mentioned the disease 
for which roentgen therapy is planned belongs, it is essential to weigh 
the decision. I believe that acne in adolescents, provided the patient is 
at least 15 years old, will nearly always respond to this treatment. Acne 
is conditioned by puberty, for which the only remedy is time, and 
since the x-rays inhibit both hyperkeratosis and gland function, they alter 
the skin in such a manner as to eliminate local factors predisposing to 
comedone formation. Thus they offer a greater prospect of curing 
persons with acne than other agents. Before 15 and after about 25 years 
of age, matters are different as to acne, and although the x-rays often 
cure persons with the disease in these periods, the ratio of failures and 
recurrences is greater. In the lymphodermas and sarcomatosis of 
Kaposi there is no agent equal to the roentgen rays, and I am con- 
vinced that their use in these diseases materially extends effective life. 
In tinea of the scalp, administration of thallium acetate may replace 
radiotherapy. 

In all other conditions, whatever may be the promise of x-ray 
therapy, it should be undertaken only when other treatment has failed, or 
be used sparingly in connection with other treatment. I do not have 
any patience with the tabulated results of x-ray therapy, and the 
endeavor to reduce experiences connected therewith to a frozen formula. 
I believe it is just this sort of thing that so characterizes modern thought 
and which so devitalizes thinking. To justify any such attempt, der- 
matologists should know more than they do both about the roentgen 
rays and the nature of the diseases for which the therapy is used. 
For myself, I feel most exaltation in practice on those days when I have 
least been a chauffeur. But I also believe that it would be as great a 


delinquency not to employ roentgen therapy when it is indicated, as to 
employ it indiscriminately when study of my patients might guide 


therapy into other avenues. 

There is no doubt that it is easier to use machinery impulsively and 
the mind only under duress. It is on this basis that a large practice 
may be acquired today on a flimsy mental scaffolding, for the public is 
greatly impressed with hardware as such. This is easy to prove by 
turning to the advertisements of electrotherapeutic apparatus in the lay 
press. It also involves considerations the physician must settle according 
to his conscience, and which the laity is entitled to settle with reference 
to its whims and gullibility. The public will have precisely the kind 
of practitioner it admires including quacks and physicians of weak 
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fiber who will not rise superior to the intellectual exactions of the 
public, unless their pride elevates them to a niveau of attainment 
that may in no wise be an essential to success, success which is measured 
in palpable, rather than impalpable terms. 

Ultraviolet rays are widely used. Several types of machines have 
been invented for generating them, the most popular based on the 
principle of vaporized mercury. Angioma serpiginosum and alopecia 
areata appear to be favorably influenced by this ray, and, within limits, 
so are seborrhea, the pitting caused by acne, falling of the hair and a 
few minor conditions. The method of application is not precise and 
the results are both inconstant and inconclusive. There has been 
practically no serious study in connection with infra-red irradiation in 
dermatology. The Finsen ray is of distinct value in cutaneous tubercu- 
losis, a matter of greater moment in Europe than in America. In short, 
ach of these methods of treatment satisfies peculiar indications for 
which their value cannot be questioned. 

Radium, in dermatology, has been employed for the treatment of 
epithelioma, hirsutes, vascular nevi and obstinate hyperkeratosis of 
either inflammatory or neoplastic origin. This element has undoubted 
value in these conditions, but its employment, in my experience, is 
rarely the method of choice. In epithelioma, I prefer excision or 
electrocoagulation. In large vascular nevi the same appears to me to be 
the case, unless the Bucky ray maintains the promise it gives. For small 
nevi others forms of therapy are better. In hyperkeratosis treatment 
does not avail unless it is founded on etiologic considerations. The 
lesions invariably return, no matter what the treatment, if the reason 
for them is not eliminated. And still a substantial residuum of cases 
remains in which radium is of first-rate worth, and many more in which, 
together with other treatment, it is effective. In the use of radium 
one does not encounter quite the intellectual pitfalls inherent in some of 
the other mechanistic methods, a question which will be discussed later. 

Destructive physical agents, electrodesiccation, coagulation, cautery, 
electrolysis have their defined places and recognized worth. It is 
unnecessary to discuss them here. Their employment is usually intelli- 
gent because the indications for their use are clear, as clear as those for 
the knife in surgery. The worst that can be said of them is that they 
may be handled clumsily. Nor can such agents dominate medical 
philosophy. They are too simple. All of these methods are better than 
crudely removing diseased tissue with the finger-nails, teeth or rough 
tools, as early man must have ; for even a Neanderthal or Piltdown man 
would know that he could rid himself of a wart or cutaneous horn 
only by removing it. That is all that is known about treating such con- 
ditions today, and nearly all it is necessary to know, but methods are 
more elegant. 
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The intelligence with which machinery can be applied in treating a 
skin disease depends on what is known of the nature of the disease, of 
the effect of the mechanism on the abnormal tissue and on the body 
aside from the tissue treated. Simple agents like the cautery, the 
electrolysis needle and the like, are not liable to great abuse. The 
intellectual danger inherent in ultra-violet ray is the simplicity of its 
application and its harmlessness. When employed for diseases for which 
its indications are not sharp it often conceals a practitioner’s embarrass- 
ment, and ranks among the placebos. There is something craven in 
the words ut aliquid facere. The fact alone that the ultraviolet ray is 
favored in barber shops, beauty parlors, by nondermatologists worship- 
ing the god Mazda, and as a home remedy, casts suspicion on it. Nor 
is an agent unable to penetrate a sheet of paper likely to be effective 
below the epidermis. Although this ray must be included in the derma- 
tologic materia medica for the few conditions in which its efficacy is 
established, it deserves scant honor for more than this. Great regard 
for it denotes either credulity or a low order of observation and reason- 
ing power. In overdose it produces an effect comparable to sunburn, but 
I can recall no dermatoses favorably influenced by the sun alone; some, 
like pellagra, lupus erythematosus, dermatitis aestivalis and xeroderma 
pigmentosum are made worse by solar rays. On the other hand, ultra- 
violet and solar rays cannot be identical in their effect, for the former 
certainly appear to be beneficial in selected diseases. 

The most valuable physical agent for treating skin diseases is the 
x-rays. This has determined its wide adoption, and the greater part of 
the rest of this paper will be confined to its discussion. Due to the 
studies of MacKee, in the United States, a dose standardization has 
been accepted which if intelligently adhered to would largely eliminate 
abuse of roentgen therapy. There is little certain understanding of 
the nature of its influence on tissue, but the end-results of its effect are 
known. This form of treatment inhibits multiplication of simpler cells, 
diminishes function of the skin glands, and, in overdosage, tends to 
destroy elastic and connective tissue. Its physiologic effects, however, 
are constant within the limits of safe dosage. 

Because of its effect on multiplying cells, it causes resolution in 
malignant rather than in benign neoplasms, since the former are com- 
posed of lower cells than the latter. Thus the x-rays are valuable in 
treating patients who have epithelioma, some types of sarcoma and 
lymphoderma. Highly malignant growths are inhibited but rarely cured. 
In warts, fibromas and lipomas the x-ray is, on the whole, inefficacious. 
In some hyperkeratotic and parakeratotic diseases, as squamous eczema, 
lichen simplex, psoriasis, lichen planus and scaling seborrheal dermatoses 
the roentgen rays cause the lesions to resolve, only to return if the 
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pathogenic forces remain active or become active again. The same is 
true of plantar warts. In short, at best the roentgen ray is palliative, 
but more regularly so than chemicals it may replace. 

Moreover, in many of these diseases, notably in psoriasis and recur- 
rent epitheliomas, the cells apparently become roentgen fast (for want 
of a sounder explanation) and hence resistant to this agent. In 
adolescent acne two abnormal features are controlled by the roentgen 
ray, hyperkeratosis in the follicles and overactivity of the sebaceous 
gland. The majority of cases of acne are amenable to roentgen treat- 
ment. In this disease and in some cases of eczema, the roentgen rays 
appear so to alter the skin as to render it invincible against their pre- 
cipitating or predisposing causes. This biologic phenomenon is not 
yet explained, but when it is elicited the disease is cured. 

Since collagen and elastin are so susceptible to the roentgen ray, 
diseases depending on alterations in these tissues should not be exposed 
to it. In this group are the atrophies, lupus erythematosus and the 
sclerodermas. Treating persons who have these conditions with the 
x-rays is unsound. As the arteries contain so much elastic tissue, 
they are vulnerable to the roentgen ray. Therefore, telangiectasia is a 
contraindication against the use of the x-rays, and patients with rosacea, 
lupus erythematosus, angioma serpiginosum, purpura annularis and 
similar conditions should not be treated with these rays. 

For some unexplained reason, persons with certain infections of the 
skin such as lupus vulgaris, kerion, rhinoscleroma, and some of the 
so-called tuberculids, notably sarcoids, granuloma annulare and erythema 
induratum are benefited by the roentgen rays. At times, too, suppura- 
tive folliculitis may be cured by this agent, as well as localized furun- 
culosis. There is no experimental evidence that the roentgen ray is 
bactericidal. 

The intellectual menace in the x-rays resides in the relative ease of its 
administration and in the large number of conditions in which rapid, 
even though transitory, curative effects may be obtained. Dermatologists 
well trained, after sober thinking, will not abuse the use of the roentgen 
rays except so far as human judgment is fallible. There is a ten- 
dency, nevertheless, even among men of such training, to be over- 
enthusiastic. Among poorly trained or unthinking physicians, or among 
opportunists and pseudodermatologists, the relatively small outlay of 
actual ability required to obtain quick, if transitory, results with the 
x-rays, places them on an apparent equality with their better instructed 
colleagues, and the laity is unqualified to judge between them. 

In the nature of things, opportunists have no conscience. The 
standardization of medical practice, particularly with reference to the 
use of machinery, has made it possible for imposters to assume the veri- 
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similitude of scholars, and neither the latter, nor the public, nor 
even institutions of learning, have the power, or as the case may be, 
the critical faculty needed for self-protection. The fault, if it be a 
fault, is that sincere workers like Piffard, Pusey, Caldwell, MacKee and 
others in this country, have put within the grasp of routiniérs a means 
of treatment that should be used only in its proper sphere by those 
trained well enough to know when not to use it. The greater the 
mechanical perfection of roentgen-ray apparatus and the more precise 
the formulae governing dosage, the easier it becomes for insufficiently 
schooled operators to avail themselves of its advantages without risk 
of injury to the patient, but at considerable risk to the progress of der- 
matology. 

To too great an extent, even among serious workers, the roentgen 
ray may be applied without due consideration of the nature of skin 
diseases treated. Since in many of these involution of the lesion is 
rapidly produced, without in any way furnishing elucidation of the 
cause of the malady, the study of morbid cutaneous processes is being 
neglected to gain a temporary guerdon. The abler men themselves are 
reduced to the level of the mediocre ones, as it were, for a quick 
therapeutic turnover, instead of exalting the intellectual aspects of 
dermatology and forcing mediocrity to take the defensive. It is probable 
that as the cause of dermatoses is better understood, all physiotherapy 
of the skin will be reduced to a secondary place, except .for lesions 
requiring destruction for their cure. 

Obviously, what the roentgen rays do is so to alter the nature of the 
skin as to render it irresponsive to the predisposing or precipitating 
causes of the disease. In acne vulgaris and perhaps lichen planus, the 
change is often permanent, but in no other dermatosis does this hold 
good. Like all other forms of expectant treatment, it is usually pallia- 
tive. Permanent cures, when possible, are the fruit only of exact 
knowledge of morbid processes. To garner this fruit, intellectual effort 
must be expended. Those willing to make such a mental outlay would 
outstrip in therapeutic achievement those unwilling or unable to do 
likewise, and immediately establish a line of cleavage between true 
dermatologists and dermatologists who are chauffeurs. 

Machinery, whether as simple as the knife or as complex as that 
required to generate roentgen rays, remains in the class of drugs, a 
medium for curing or ameliorating disease when properly employed. 
Machinery is more impressive. The skill and judgment with which 
it should be used is not appreciated by the public. The mere fact that 
a practitioner of medicine is impressively equipped will suffice the laity 
until the laity is taught that the wherewithal to purchase equipment does 
not constitute a real physician. Until specialists in cutaneous medicine 
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redefine the scope and limitations of machinery they will remain, 


together with the public and the progress of dermatology, delivered into 


the hands of quacks, pseudodermatologists and other false prophets. 

It is always with a sense of defeat that I turn to machinery as the 
solvent of therapeutic problems except in the instances already indicated 
in earlier paragraphs. There must, with few exceptions, be better ways 
of approach if I could only reveal them to myself. My own con- 
clusions are being urged on no one else, but a system of reasoning 
similar to that offered in this paper may guide any sympathetic readers 
to formulate for themselves restrictions in the use of machinery varying 
with individual experience. Dermatology would not thus suffer as 
an intellectual pursuit. The smugness born of superficial successes 
would yield to the modesty and daring that spring from a rational 
approach to treatment founded on etiologic considerations. 

A corollary to the soul-satisfying avocation of naming a disease and 
regarding the accomplishment as a philosophic triumph is to turn a 
machine loose on it. In an era in which pressing a button in the hope 
of achieving a desired effect dominates thought, it is not astonishing 
that even physicians seek the path of least intellectual resistance. That 
they have done this accounts as much as the folly of the layman for 
the way in which charlatanry and faith healing thrive; for when the 
physician follows the path of least resistance, scientific understanding 
of disease is not applied to practice in the measure it should be. A 
public inured to mechanism will readily embrace chiropractic and 
osteopathy, and the portion of the public that is disgruntled at the 
failures of mechanistic medicine will readily embark on supernatural 
healing. That this is true may be demonstrated by the fact that the 
apotheosized masseurs and priest doctors today do not dare to tamper 
with diseases their treatment of which would arouse public indignation. 
They do not toy with the exanthemas, diphtheria, cancer, diabetes or 
tuberculosis, for they would immediately be in conflict with society if 
they did. They leave this to the franker quacks whose satchels are 
always ready for flight. 

On the other hand, society protects physiotherapists, chiropractors 
and the like, and people without first-rate understanding of medicine, 
because to society medicine has so greatly become mechanized. Society 
has not been taught the limitations of what physical treatment can 
accomplish, nor the serious importance of what must still be learned 
of the nature of disease before any sort of treatment can be placed on 
a solid foundation. There are all kinds of nonmedical practitioners of 
dermatology—masseurs, electrolysis “experts,” physiotherapists, entitled 
to use varieties of lamps and other machinery; there are quacks with 
medical degrees conducting dermatologic institutes of one kind or 
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another, chiefly for the treatment of hirsutes. They thrive largely 
because the public sees similar machinery in the legitimate practitioners’ 
offices, and has not yet learned that such apparatus has limitations 
respected only by conscientious experts. People undoubtedly have the 
right to be treated in any way and by anyone they wish, but they will 
ultimately wish the best. Spurious medicine will atrophy when its 
inferiority once is demonstrated beyond peradventure. 

In dermatology it is necessary to reappraise mechanistic therapy. 
The tempting advantage of superficial success must not be confused as 
a concept with the successful combating of skin diseases. The last can 
be accomplished only by more penetrating study, and although such 
study is constantly being pursued it as constantly tends to be nullified 
by the hum of the motor. There is a willingness to do the opportune 
thing partly, perhaps, because it is demanded; partly, too, because it is 
much easier than thinking out problems; partly, however, because we, 
living in this age, are steeped in mechanistic philosophy. It will be our 
intellectual ruin if mind is not emphasized as much as machinery, for 
machinery is only something in the materia medica the indications and 
contraindications for which have to be as sharply understood as those 
for digitalis. 

It is a fear that is expressed in this essay, a fear that as high a 
calling as medicine may be reduced to vassalage by the overstandardiza- 
tion inherent in the thoughtless worship of machinery. Among the 
great loyalties a physician feels are those toward his profession, toward 
his specialty and toward the abstraction that these should always be 
able to surmount the vicious tendencies to which other contemporaneous 
activities succumb. Medicine, and within the limits of this thesis, derma- 
tology, must safeguard itself against a tendency all too apparent, that of 
exalting a means above an end. The end is the consistent progress of der- 
matology for the sake of those afflicted with skin diseases. Such pro- 
gress will be hampered unless mechanism is subordinated to mentality. 
The specialty will be abducted by unworthy practitioners, pseudo- 
dermatologists and quacks, both medical and nonmedical. This can be 
combated only by vigilance against the mechanical vitiation of the 
specialty and by maintaining its high standards of research, philosophy 
and untrammelled enterprise. Another course than this, and derma- 
tologists might as well resign themselves to Nirvana under a banana tree, 
a Utopia of mechanistic desuetude. 


ABSTRACT OF DISCUSSION 


Dr. J. FRANK FRaAseR, New York: We have examples of the mechanistic 
trend in other fields than medicine—the skilled workman has practically disap- 
peared with the development of modern machinery, and since the development of 
what may be called machinery of the practice of medicine, such as the various 
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laboratory tests, the old time self competent physician is rapidly disappearing. 
The numerous shortcuts to diagnosis, developed particularly in the laboratories, 
have provided what Dr. Highman calls a mechanistic atmosphere, to the extent 
that many physicians have lost interest in the signs and symptoms of disease and 
have allowed their powers of observation to become atrophied from disuse. There 
is a group of physicians who send their patients to diagnostic clinics with explicit 
instructions to make all the known laboratory tests. These men sit down in their 
offices, collect the laboratory reports and make an abstract calculation of what the 
treatment should be. Therapeutic apparatus is necessary in the practice of modern 
medicine, but its use should be controlled by human intelligence. 

I was struck by Dr. Highman’s mention of the remarkable cure of eczema 
following nephrectomy. I recall the case of a woman who had had eczema from 
childhood, and all sorts of treatment had failed. Finally a sea voyage was sug- 
gested. She took a ten-day boat to Europe, and after forty-eight hours on the 
water her skin became perfectly clear, and remained so until the end of the voyage; 
the eczema returned, however, immediately after landing. Was there something 
positive in the air of the water that overcame the disease and caused a temporary 
disappearance of the eruption, or was the agent of irritation in the land air? 

Dr. Joun E. Lane, New Haven, Conn.: When I saw the title of Dr. High- 
man’s paper, I was interested to take from mny bookcase the works of one of his 
noted predecessors, who made derogatory remarks concerning practioners of 
his time who used complicated and showy apparatus to impress their patients. He 
described many such pieces of apparatus and condemned in no uncertain terms 
that sort of practice. He gave advice for the conduct of the self-respecting 
physician in the treatment of his patients, part of which advice is as follows: 

“For it is only when the art sees its way that it thinks it right to give treat- 
ment, considering how it may give it, not by daring but by judgment. 

“What you should put first in all the practice of our art is how to make the 
patient well; and if he can be made well in many ways one should choose the least 
troublesome. 

“It is a good remedy sometimes to use nothing.” 

Thus Hippocrates. 

Dr. HicHMAN: I wish to thank Dr. Frazer and Hippocrates, whose spokesman 
was Dr. Lane, for their comments on my paper. There is little to add. Through 
the efforts of men like Dr. Pusey and Dr. MacKee, roentgen therapy has become 
so simplified that the public cannot distinguish half-baked dermatologists from 
serious ones. The former are living the life of cuckoos in the nests of those who 
have seriously thought and builded. It rests with well trained men to make the 
differentiation sharp between dermatology and mechanism, between dermatologists 
and chauffeurs, between medicine and charlatanry. 

The public will have to be shown that physiotherapy misapplied is neither 
science nor art. The public, and institutions, both hospitals and medical schools, 
will have to be instructed in the essential differences between well trained derma- 
tologists and glib users of machinery. The uncritical use of mechanisms by 
operators who know little about the diseases they are treating, the ingenuousness 
of hospital trustees and medical school faculties as to the difference between 
dermatologists and machinists and the abstract worship of lights and rays, as 
such, are the menace in this mechanistic era. 
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nROENTGEN-RAY TREATMENT OF THE SPINE 
IN LICHEN PLANUS * 


J. R. DRIVER, MD. 


CLEVELAND 


Irradiation has been employed in the treatment of dermatoses for 
many years. The indirect action of x-rays through nerve centers in 
the treatment of diseases of the skin, however, is comparatively new. 
Yet, the treatment of lichen planus by irradiation of the spinal cord and 
the sympathetic ganglions has developed many enthusiastic supporters 
in France. Moreover, it has opened new fields for investigation and 
has stimulated considerable discussion regarding the possible neuro- 
logic origin of many dermatoses of unknown genesis. 

Concerning few diseases of the skin of unexplained etiology are 
there so many facts that seem to indicate a definite localization of the 
cause as there are concerning lichen planus. That the nervous system 
and, more especially, the sympathetic centers play an important role in 
its pathogenesis is suggested by the frequent occurrence of the disease 
in neurotic persons, often following extreme worry, violent emotions 
or mental fatigue. The association of marked pruritus, headache and 
insomnia, the occasional zonal and symmetrical distribution of the lesions 
and the residual pigmentation after a cure are strongly indicative of 
nervous etiology. The observations of Thibierge and Ravaut,' of Pernet ? 
and of Pautrier,® that in certain cases of acute generalized lichen planus, 
withdrawal of from 8 to 10 cc. of spinal fluid will cause the itching to 
disappear and the lesions to involute rapidly, strengthen this point of 
view. Certainly, in many cases of lichen planus the intervention of a 
psychic coefficient acts as a predisposing or determining factor, while 
in others it is absent. 


REVIEW OF THE LITERATURE 


Proceeding from such deductions and working independently, 
Pautrier,* Hufschmidt® and Gouin® began experimentally to treat 
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patients with lichen planus by the administration of x-ray treatment to 
the region of the spinal cord. Pautrier reported his first success in 
March, 1924; Hufschmidt in May, 1924, and Gouin, who states that 
he first tried the method in 1919, made his first report in September, 
1924, 

Two procedures that differ considerably in character are in vogue. 
The method used by Pautrier and Hufschmidt, called “the semideep 
method,” consists of dividing the spinal column into five fields, from the 
first dorsal to the fifth lumbar segments. The rays are directed per- 
pendicularly over the spinous processes; a dose of 4 Holtzknecht units 
(4H) filtered through 5 mm. of aluminum is given to each field, thereby 
treating the entire vertebral column. Later, the method of cross-fire 
irradiation, as successfully used by Bordier in the treatment of anterior 
poliomyelitis, was adopted. This consists of dividing the spinal column 
from the first dorsal to the fifth lumbar segments into eight fields, four 
on each side, and with the rays directed at an angle of about 45 degrees 
from the perpendicular, a dose of 3 Holtzknecht units is given to each 
field. This method permits of more thorough irradiation of the cord, 
and Pautrier* states that two failures by the original method were 
later successful by the cross-fire technic. He reports that in thirty-five 
cases two thirds of the patients were cured. In thirteen patients, one 
treatment sufficed, while in nine others a second treatment was necessary 
to effect a cure. 

The second method, as extolled by Gouin,’ called “the superficial 
method,” consists of giving a single dose of 5 Holtzknecht units without 
filter, perpendicularly over the spinous processes of the interscapular 
region (“principal sympathetic field”). In fifteen patients with gen- 
eralized lichen planus, one treatment sufficed to effect a cure, while in 
four additional patients, it was necessary to treat the lower dorsal spine 
(“accessory cutaneous field”) in the same manner in order to clear up 
resistant lesions on the lower extremities. Gouin does not report any 
failures in his series. He states that lesions of the mucous membrane of 
the mouth are likely to be more resistant than the lesions on the skin. 
Both methods, often with slight modifications, have been used rather 


extensively in Europe, and particularly in France, with favorable results, 


in general. 

Louste, Lévy-Franckel and Juster ® report thirty-two successes and 
eight failures after the use of a filter of 2 or 3 mm. of aluminum. 
Twenty-two of these patients received the treatment over the region of 
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the medulla oblongata, which resulted in eighteen successes and four 
failures. It was necessary in some of the patients to repeat the treat- 
ment at monthly intervals until three or four treatments had been given, 
in order to obtain a cure. Eighteen additional patients, treated by the 
superficial method of Gouin, gave the result of ten cures and eight 
failures. These results, they believed, indicated the superiority of the 
filtered x-ray. Neumark and Krynski’® treated eight patients by the 
use of a filter of 3 mm. of aluminum, and exposed the interscapular and 
lumbar areas to a dose varying from 3 to 6 Holtzknecht units. The 
applications were given perpendicular to the spinous processes. In their 
experience, it was necessary to repeat the treatments in order to get the 
best results. They report that three patients were cured and that three 
showed marked improvement, while in two, with verrucous lichen planus 
of the legs, improvement was not obtained. They were able to cause 
involution of lesions of the mouth in some of their patients. In their 
opinion, the results were satisfactory in general. They believe that 
patients with an early, recognizable, generalized involvement of the skin 
are best suited to this mode of treatment. Hudelo and Rabut,'? who 
used the Gouin technic in twenty cases, state that the relief from itching 
was rapid and that the action on the eruption was satisfactory in general, 
while in lichen planus of the mucous membranes the beneficial effect was 
much slower and uncertain. 

Hudelo, Laporte and Kourilsky ** treated a patient by giving two 
applications, interscapular and lumbar, with a dose of 3 Holtzknecht 
units, filtered through 10 mm. of aluminum. The treatment was then 
repeated at the end of three weeks, and two weeks later the patient 
developed a severe, generalized lichen planus which rapidly involuted ; 
the patient was cured in a few weeks without further therapy. Similar 
transient exacerbation of the disease following roentgenotherapy to the 
spine has been noted also by Hufschmidt,* Pautrier,** Gougerot and 
Filliol,“* Roederer,‘* Gawalowski*® and others. Cottenot*?*® has had 
good results in several patients with lichen planus of the body, but 


10. Neumark, S., and Krynski, A.: Strahlentherapie 25:427-442, 1927. 

11. Hudelo, L., and Rabut, R.: Bull. Soc. frang. de dermat. et syph. 34:540, 
1927. 

12. Hudelo, L.; Laporte, and Kourilsky, K.: Bull. Soc. franc. de dermat. et 
syph. 32:6, 1925. 

13. Gougerot, H., and Filliol: Bull. Soc. frang. de dermat. et syph. 33:191, 
1926. 

14. Roederer, M. J.: Bull. Soc. frang. de dermat. et syph. 33:232, 1926. 

15. Gawalowski, K.: Bull. Soc. frang. de dermat. et syph. 34:594, 1927. 

16. Cottenot, P.: J. de méd. de Paris 39:795, 1922; abstr. Dermat. Wehnschr. 
49 and 50:1458, 1923. 
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believes that repeated, small filtered doses are as efficacious as the larger 
doses used by others, and that the danger of acute generalization of the 
disease is lessened. Sabouraud** has never seen patients with lichen 
planus of the mouth benefited by this new method of treatment, but 
states that in cases presenting lesions on the skin the results, in general, 
are excellent. Noguer-Moré,'* after using Gouin’s unfiltered technic in 
twenty-two patients, reports that the disappearance of the eruption in all 
cases was extremely slow, although in six instances it was definite. 
He noted an increase in the itching, often following shortly after the 
treatment, but in none was there an exacerbation of the eruption. 
Ramel *® used Gouin’s method in seven cases and reported “excellent 
results” in two; in three, the itching disappeared quickly but involution 
of the lesions was incomplete; in one, an exacerbation of the eruption 
occurred ; and in one, influence was not noted. Jeanselme and Burnier,”° 
using Gouin’s method, cured or improved the condition in eight of nine 
patients with generalized and localized lichen planus, while in five other 
patients with verrucous lesions, or involvement of the mucous mem- 
branes, they did not obtain success. Payenneville ** treated four patients 
with the “semideep method” of Pautrier. In three of these, the eruption 
was generalized and included lesions in the mouth. All patients were 
cured in from fifteen to forty-five days following a transient exacerba- 
tion of the eruptions. One patient with lesions in the mouth alone was 
uninfluenced after four treatments. Two more patients treated by the 
“superficial method” showed a slow, moderate improvement. Payenne- 
ville concludes that irradiation of the spine by Pautrier’s method gives 
results superior to all other forms of therapy. In a favorable report 
made by Gawalowski,’® he said the itching diminished or disappeared 
after a short exacerbation. The lesions then involuted, usually in from 
ten to fourteen days after the treatment. In some instances from two 
to four treatments were necessary. In one patient, after treatment of 
the lumbar region only, the lesions on the legs disappeared while those 
on the arms were uninfluenced. There were two failures by the method. 
srocq ** states that by both the filtered and the unfiltered methods the 
curative action in many cases is remarkable. 
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EFFECT OF ROENTGEN-RAY TREATMENT OF THE SPINE 
ON OTHER DERMATOSES 


Stimulated by the results obtained in the treatment of lichen planus, 
several investigators have treated patients with various dermatoses by 
irradiation of the spinal column. 

Gouin, Bienvenue and Dewing ** report on the treatment of 150 
patients with various dermatoses by unfiltered irradiation of the sympa- 
thetic areas. Excellent results were obtained in the following conditions: 
erythema multiforme, parapsoriasis, prurigo nodularis and prurigo of 
Hebra. Similar results, with the use of filtered irradiations, were 
obtained in pruriginous eczema of the genitalia in women, and in 
dysmenorrhea and amenorrhea. Varying success was noted in herpes 
zoster, diffuse neurodermite, urticaria, asthma with cutaneous lesions, 
and in exophthalmic goiter. Patients with psoriasis, lichen simplex, 
pelada and dermatitis herpetiformis did not seem to be influenced. 
They conclude that in numerous patients, in whom pruritus is present, 
the action of this therapy in relieving the itching will result in a rapid 
regression of the cutaneous lesions. 


Zimmern, Cottenot and Dariaux ** obtained good results in cases of 
neurodermite. Cottenot *° states that good effects were also obtained in 
patients with pruritus vulvae et ani and in lichen simplex. Relief 


from itching was noted in patients with mycosis fungoides. 

Kriser *° used a filter of 3 mm. of zinc and obtained a disappearance 
of itching and an objective improvement in patients with senile pruritus, 
generalized eczema and psoriasis. 

Gawalowski *° used the method of Gouin and records partial success 
on some patients with eczema and neurodermite, in whom the itching 
was relieved and in whom the hyperkeratosis of neurodermite dis- 
appeared. He was unsuccessful when patients with psoriasis, hyper- 
hidrosis, urticaria and exfoliative dermatitis were treated by the method. 

Good results have also been reported in the treatment of patients 
with bronchial asthma by Klewitz ** and of those with thrombo-angiitis 
obliterans by Philips and Tunick.** 
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METHOD OF ACTION 


The mode of action of this indirect method of treating lichen planus 
has stimulated considerable theoretical discussion. Pautrier *® sees in 
its striking and unquestioned curative effect a selective action on the 
nervous system, but it is impossible at the present time to explain the 
precise mechanism. Gouin® believes that his method of superficial 
irradiation of the upper dorsal spine acts on the neurovegetative system 
by producing a sensitization of the entire sympathetic system, for, he 
contends, how otherwise could a single exposure affect an eruption 
generalized in distribution? He questions the rationale of the cross-fire 
filtered treatment of the spinal cord recommended by Pautrier and 
Hufschmidt, since, in his opinion, equally satisfactory results are 
obtained by his simpler superficial method. He believes that the mode 
of action is identical in both methods. Gouin admits that his reason- 
ing is theoretical but believes that this hypothesis is plausible. Gawalow- 
ski ‘° reasons that since the same results are obtained by both methods, 
the action could not be on the spinal cord or the sympathetic ganglions, 
which lie at an equal or greater depth, for these structures would not 
be affected by the superficial exposure. He thinks that the action is 
probably a direct one on the sympathetic fibers, which results in a change 
from abnormal to normal function. Neumark and Krynski’® suggest 
that superficial or deep irradiation probably has an influence on the 
terminal branches of the sympathetic and sensory nerves, which produces 
a reflex action on the spinal cord and the sympathetic ganglions. 
Prieto *° assumes that roentgenotherapy in lichen planus acts exclusively 
on the skin, independently of the region irradiated. He treated several 
patients by exposures over the skin of the abdomen and in some, involu- 
tion of lesions on other parts of the body resulted. This view, however, 
is not held by other investigators who have tried to verify these results. 
Until the meager knowledge of the functional relations of tissue and 
nerve is considerably enlarged, I believe that further explanation cannot 
be made of this interesting phenomenon. 


EXPERIMENTAL WORK 


Having followed with considerable interest numerous favorable 
reports by the French dermatologists who have used this new type of 
therapy, I decided to treat a series of patients who had unquestioned, 
typical lichen planus. In some, I used the superficial unfiltered irradi- 
ation, while in others I employed the more profound filtered method, 
in order to determine, if possible, the comparative value of each. 


29. Pautrier, L. M.: Bull. Soc. franc. de dermat. et syph. 34:602, 1927. 
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The x-ray dosage was computed according to the formula for deter- 
mining the “standard erythema dose” as developed by MacKee, Remer 
and Witherbee,* which has been used as a standard in the treatment 
of various dermatoses by American dermatologists since 1916. 

The apparatus used was an interrupterless, high tension transformer 
with a high tension rectifier, equipped with a point spark gap, an auto- 
transformer control, a voltmeter and two milliameters. The Coolidge 
tube filament current was from a step down transformer which was 
controlled by a choke coil. 

Technic.—1. Superficial Unfiltered Method: Two midline exposures 
with the rays directed vertically were made, one interscapular at about 
the level of the second dorsal vertebra and the other dorsolumbar at the 
level of the second lumbar segment. The dosage has varied between 
one half and five eighths of a standard erythema dose. ‘The factors 
were 5 milliamperes; 6 inch spark gap (100 kilovolts); 10 inches 
anticathode skin distance. The time required for the one-half erythema 
dose was fifty-seven seconds; for the five-eighth erythema dose, one 
minute, twelve seconds. 

The number of treatments in each case varied between one and three. 
The interval between treatments varied between two and four weeks. 

2. Filtered Method: The same areas, also the vertical application, 
are used as in the unfiltered method. The factors were: 5 milliamperes ; 
7 inch spark gap (113 kilovolts); distance, 10 inches; 3 mm. of 
aluminum filter. The time required for one-half erythema dose filtered 
unit equaled five minutes, fifty-three seconds; for five-eighths erythema 
dose filtered unit it equaled seven minutes, twenty-one seconds. From 
one to three treatments at intervals of from two to four weeks were used. 

This report comprises a study of seventeen patients with conditions 
typical of generalized and of localized lichen planus, of which seven 
were treated by the unfiltered method, and six by the filtered method ; in 
four, because of a lack of response, both methods were used. 

In order to evaluate the method better, I have not used other local or 
internal remedies in any of the patients while under observation. 


REPORT OF CASES 


Case 1.—J. A., aged 44, a housewife, consulted me on Sept. 15, 1927, com- 
plaining of an intensely itchy eruption on the arms and legs. She said that she 
had always been nervous and that the eruption had appeared shortly after the death 
of her mother and the serious illness of her father, which were great shocks to 
her. The examination revealed the characteristic lesions of hypertrophic lichen 
planus on the flexor surface of the forearms, the dorsum of the feet and the 
anterior surface of the ankles. The treatment given on September 15 was: irradia- 


31. MacKee, Remer and Witherbee: X-Rays and Radium in the Treatment of 
Diseases of the Skin, Philadelphia, Lea & Febiger, 1927, p. 254. 
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tion of the spine, five-eighths erythema dose, 3 mm. of aluminum filter, applied 
to two areas, interscapular and dorsolumbar. The itching increased and the 
lesions became swollen and inflamed for twenty-four hours after treatment. 
The itching disappeared after four days, and the lesions involuted rapidly and 
disappeared at the end of two weeks, leaving only a brownish pigmentation. The 
patient was cured in two weeks after filtered roentgen-ray treatment of the spine. 


Case 2—E. S., aged 41, a college professor, consulted me on Sept. 23, 
1927, complaining of a marked, generalized eruption of the body and the extremities, 
of six months’ duration. He said that, because of additional duties, he had been 
much overworked and had worried considerably. Examination showed a charac- 
teristic generalized, papular lichen planus with lesions confluent on the flexor 
surfaces of the arms and over the abdomen and the lumbosacral areas and in the 
popliteal spaces. There was an annular lichen planus of the forearms and a 
moderate involvement of the buccal mucosa. The treatment given on September 23 
was: five-eighths erythema dose, 3 mm. of aluminum filter to the interscapular and 
dorsolumbar areas. On September 30, following the first treatment, the patient 
was considerably relieved of the itching and the lesions were paler. On 
October 7, the itching was renewed, and new lesions appeared on the body. Treat- 
ment was given as before: one-half erythema dose. On October 28, the itching 
had disappeared and the lesions on the body and arms were almost involuted. 
There had been less effect on the lesions of the legs. The lesions of the buccal 
mucosa were improved. The treatment was the same: one-half erythema dose. 
On November 11, all the lesions of the skin had involuted, leaving a brownish 
pigmentation; the itching had stopped, and the lesions in the mouth were nearly 
cleared up. On December 8, the lesions in the mouth had disappeared. The 
patient is now well. He was cured in ten weeks, with three filtered roentgen-ray 
treatments of the spine. 

Case 3.—J. D., a carpenter, aged 44, was seen on Oct. 20, 1927, com- 
plaining of marked itching and a generalized eruption of eight weeks’ duration. 
The examination showed a severe, generalized papular lichen planus with lesions 
confluent and markedly infiltrated on the hands, which were swollen to such an 
extent that he could not close them. There were also lesions in the palms, with 
some involvement of the feet and ankles, with swelling. There was an extensive 
involvement of the buccal mucosa with a marked plaque infiltration of the dorsum 
of the tongue; the vermilion borders of the lips were markedly involved. There 
was a characteristic papular lichen planus of the body. The eruption had received 
various local applications. The treatment given on October 20 was: irradiation of 
the spine, one-half erythema dose, 3 mm. of aluminum filter to the interscapular 
and dorsolumbar areas. For forty-eight hours following this treatment there was 
a marked exacerbation of the itching. The eruption remained unchanged. One 
week after treatment the itching had entirely disappeared, except on the ankles, 
and the edema of the hands and feet was markedly improved. The patient was 
able to close his hands. The lesions of the mouth were not appreciably affected. 
On November 11, the same treatment was repeated. The lesions were involuting, 
without itching. On November 25, the skin lesions were involuted, almost com- 
pletely, and there was a marked improvement in the lesions of the mouth. On 
December 9, there was a complete involution of all the skin lesions. The lesions 
of the mouth, while having shown marked improvement, still persisted. Roentgen- 
ray treatment, one-half erythema dose, 3 mm. of aluminum filter, was administered 
to the cervical spine. The dorsum of the tongue still showed a moderate involve- 
ment. X-ray treatment, one-half erythema dose, was given locally to the dorsum 
of the tongue. The patient was last seen on April 3, 1928, and the tongue was 
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completely well. The lichen planus of the skin had cleared up in six weeks. The 
lichen planus of the mouth was greatly improved by irradiation of the spine and 
finally was cured by direct x-ray treatment. 

Case 4—S. S., a saleswoman, aged 25, consulted me on Oct. 25, 1927, 
complaining of an itchy, generalized eruption of six months’ duration. She 
said that she had two children to support, was overworked and worried a great 
deal over family finances. She had had an attack of herpes zoster seven years 
before examination. The examination showed a characteristic lichen planus with 
the eruption distributed over the abdomen, the back and the flanks. There was a 
marked involvement of the flexor surfaces of the arms and the dorsum of the 
feet ; there were scattered lesions on the legs and the thighs. The mouth was not 
involved. The treatment given on October 25 was: irradiation of the spine, one- 
half erythema dose, 2 mm. of aluminum filter, interscapular and dorsolumbar 
application. On November 8, the patient said that on the night following the 
treatment the itching had been aggravated and that the eruption had become red 
in appearance. The eruption showed many involuted lesions, especially on the 
body; some new lesions had developed on the neck, with itching. The second 
treatment given was: one-fourth erythema dose, 3 mm. of aluminum filter to the 
interscapular area and one-half erythema dose, unfiltered to the dorsolumbar field. 
On December 6, in spite of the involution of many lesions, new papules continued 
to develop on the breasts and arms. The itching continued. The third treatment 
given was: one-half erythema dose, unfiltered, to the interscapular and dorso- 
lumbar areas. On Feb. 17, 1928, the patient was unimproved, and new charac- 
teristic lesions continued to develop. At this point, roentgen-ray treatment of the 
spine was discontinued, and I have not been able to follow the case further. 
Irradiation of the spine, both by unfiltered and filtered methods, failed to improve 
the condition after nearly four months. 

Case 5.—N. C., aged 56, a grocer, consulted me on Oct. 28, 1927, com- 
plaining of an itchy eruption on the arms and legs, of six months’ duration. The 
examination showed a hypertrophic lichen planus fairly extensive on the flexor 
surface of the arms, and a few lesions on the anterior surface of the legs, with 
small papular lesions in the popliteal spaces. The treatment given on October 28 
was: irradiation of the spine, five-eighths erythema dose, 3 mm. of aluminum filter, 
to the interscapular and dorsolumbar areas. On November 11, the lesions on the 
arms had flattened greatly and the itching had disappeared. Neither the itching 
nor the appearance of the eruption on the legs was influenced. On November 19, 
the lesions on the arms had involuted almost completely and a marked improve- 
ment was noted on the legs. The second treatment was the same as the first. 
On November 29, the entire eruption had involuted completely, leaving a moderate 
pigmentation. The patient was cured in four weeks. 

Case 6.—N. R., a housewife, aged 58, was seen on Nov. 9, 1927, complaining 
of a generalized, itchy eruption of five months’ duration. She said that the 
eruption had developed shortly after she had received the severe shock of the 
sudden death of a grandchild. She was extremely nervous and was troubled with 
insomnia. The itching was almost unbearable. Examination showed a generalized, 
extensive and severe lichen planus, with lesions confluent on the legs, and with 
edema of the ankles. The mouth was not involved. The treatment given on 
November 9 was: irradiation of the spine, five-eighths erythema dose, unfiltered, 
to the interscapular and dorsolumbar areas. The response in the relief from 
itching was rapid; the patient was relieved almost completely in three days. On 
December 7, the lesions on the body and the arms were involuted almost completely. 
The lesions on the thighs and legs were improved and the itching was moderately 
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severe on these areas. Roentgen-ray treatment of the spine was again given, the 
amount being the same as before. On Jan. 5, 1928, the itching had disappeared 
from all the areas with the exception of the ankles, where the lesions persisted. 
Between January 5 and March 23, the patient received four x-ray treatments of 
one-fourth erythema dose, each, which were directly applied to the lesions on the 
ankles, and resulted in complete involution. A great improvement was obtained from 
the unfiltered roentgen-ray treatment. The effect on the lesions was slow, and 
the involvement of the ankles resisted this type of treatment. 


Case 7.—E. S., single, a nurse, aged 25, consulted me on Nov. 11, 1927, 
because of an intensely itching, generalized eruption of six months’ duration. She 
said that the eruption had developed shortly after the loss of all her money in a 
business venture, which caused her great worry. Examination revealed an 
extensive, generalized lichen planus. The treatment given November 11 was: 
irradiation of the spine, five-eighths erythema dose, unfiltered, to the interscapular 
and dorsolumbar regions. There was an increase in the itching for twenty-four 
hours following treatment. On November 25, improvement was not noted in the 
eruption, and new lesions continued to develop. The second treatment was given 
as follows: one-half erythema dose, 3 mm. of aluminum filter to the same areas. 
On December 2, the eruption was more extensive and the itching was worse. 
Irradiation of the spine was abandoned, and x-ray treatments of one-fourth 
erythema dose, unfiltered, were applied directly to the lesions at intervals of ten 
days, and the eruption completely involuted after five such treatments. The 
patient became worse after one unfiltered and one filtered roentgen-ray treatment. 
An ultimate cure was obtained with x-ray treatment applied directly to the 


lesions. 


CasE 8—F. A., an automobile mechanic, aged 32, was seen on Dec. 2, 
1927,, complaining of a severe, itchy, generalized eruption of four weeks’ 
duration. He said that he had recently purchased a repair garage and had 
worried because of the lack of business. Examination showed a generalized, acute 
lichen planus on the arms, with some annular lesions. The treatment given on 
December 2 was: irradiation of the spine, five-eighths erythema dose, unfiltered, 
to the interscapular and dorsolumbar fields. The itching was aggravated for 
twenty-four hours after treatment, and the eruption was a brighter red. The itch- 
ing had disappeared in less than a week, and all the lesions were involuted com- 
pletely at the end of four weeks. The patient was cured in four weeks by one 
unfiltered roentgen-ray treatment. 


Case 9.—O. M., a machinist, aged 34, presented himself at the Lakeside Hos- 
pital Out-Patient Clinic on Dec. 24, 1927, with a generalized eruption of six weeks’ 
duration. He said that he had been without employment for several months and 
had worried considerably on this account. Examination showed marked, acute, 
papular lichen planus on the arms and legs, with additional annular lesions on the 
legs. There were a few scattered papular lesions on the trunk. Treatment on 
December 24 consisted of spinal roentgen-ray therapy, of five-eighths erythema 
dose unfiltered, to the interscapular and dorsolumbar areas. At the end of one 
week, the itching was markedly relieved and at the end of two weeks it had com- 
pletely disappeared from the arms and body. The lesions on the arms and body 
had involuted after three weeks, with only a partial disappearance of those on 
the legs. On Jan. 21, 1928, a second treatment identical with the first was given 
which resulted in complete involution of all lesions two weeks later. The patient 
was cured in seven weeks, following two unfiltered spinal roentgen-ray treatments. 
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Case 10.—J. S., a laborer, aged 50, was seen on Jan. 10, 1928, at the 
outpatient clinic of Lakeside Hospital, with an itchy, generalized, acute lichen 
planus of six weeks’ duration. There was a moderate involvement of the buccal 
mucosa. The treatment given January 18 was: irradiation of the spine, five 
eighths erythema dose, unfiltered, to the interscapular and dorsolumbar areas. One 
week later, the itching was greatly relieved, with complete relief on the arms and 
the upper portion of the body at the end of two weeks. The lesions were 
involuting, especially on the upper portion of the body. On February 8, a second 
treatment, identical with the first, was given, which resulted in complete involution 
of all the lesions of the skin two weeks later; a marked pigmentation remained. 
The lesions of the mouth showed little improvement. The patient was cured in 
seven weeks, following two unfiltered roentgen-ray treatments. The lesions of 
the mouth were uninfluenced. 

Case 11.—O. S., a woman, a school teacher, aged 30, consulted me on 
Feb. 23, 1928, complaining of an eruption on the buccal mucosa, of two months’ 
duration. Examination revealed an extremely marked lichen planus on the mucous 
membrane of each cheek. Neither the tongue nor the skin was involved. The 
treatment given on February 23 was: irradiation of the spine, one-half erythema 
dose, filtered, to the interscapular area only. Improvement was not apparent on 
March 22, and a second treatment identical with the first was given. Improvement 
had not been obtained by April 12. The patient was unimproved after two unfil- 
tered, roentgen-ray treatments. 

Case 12—G. M., a druggist, aged 31, consulted me on Feb. 27, 1928, 
complaining of an itching eruption on the arms and legs, of three weeks’ duration. 
He had been greatly overworked for the past few months, had been sleeping 
poorly and had feared a nervous breakdown. Examination showed an acute, 
generalized lichen planus of moderate severity. There were many typical papules 
on the flexor surfaces of the arms and wrists and on the legs. Lesions were 
sparsely scattered over the abdomen and the back. The treatment given on 
February 27 was: irradiation of the spine, five-eighths erythema dose, unfiltered, 
to the interscapular and dorsolumbar areas. On March 13, the itching was less 
marked but was still bothersome. The eruption showed a moderate improvement. 
A second treatment, identical with the first, was given. On April 4, the patient 
said that relief from the itching had been complete about two weeks after the 
second treatment. All the lesions involuted with the exception of sonie on the 
legs. A third treatment, the same as previous ones, was given on April 27; all 
the lesions had involuted and had left a moderate amount of brownish pigmentation. 
The patient was cured in eight weeks. He had received three unfiltered roentgen- 
ray treatments. 

Cast 13.—A. N., u traveling salesman, aged 33, consulted me on March 
19, 1928, and complained of a severe, generalized, itching eruption of four 
weeks’ duration. He said that he had been worried for the past several weeks 
over the ill health of his wife, who had undergone a serious operation. Examina- 
tion revealed a typical, acute, generalized lichen planus involving the extremities 
and body, with extensive and confluent lesions over the abdomen and the lumbar 
region of the back. The treatment given on March 19 was: irradiation of the 
spine, five-eighths erythema dose, unfiltered, to the interscapular areas. Forty- 
eight hours following this treatment, the itching became worse, and the eruption 
became inflamed and redder. The itching was relieved immediately following 
this. On April 3, the itching, while improved, bothered the patient some at night. 
The eruption showed only a moderate improvement. A second treatment, identical 
with the first, was given. On April 12, the itching was worse again, and new 
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lesions appeared on all the areas. On April 21, the condition was about the same, 
with the lesions uninfluenced. The patient was given a third roentgen-ray treat- 
ment: five-eighths erythema dose, 3 mm. of aluminum filter, to the interscapular 
and dorsolumbar areas. On May 5, the itching had completely disappeared. The 
eruption was involuted almost completely. On May 22, the eruption was involuted 
completely and had left a brownish pigmentation. The patient was unimproved 
after two unfiltered roentgen-ray treatments ; he was cured following an additional 
filtered roentgen-ray treatment. The period of observation was nine weeks. 

Case 14—A. L., aged 39, an attorney, consulted me on March 8, 1928, 
and complained of a moderately itchy eruption on the glans penis, of three months’ 
duration. He had had a similar attack two years previously which had been cured 
by the application of x-ray treatment direct to the lesions. The patient was 
neurotic and feared that the present eruption was of a syphilitic nature. Exami- 
nation revealed a characteristic annular lichen planus of the glans penis. Lesions 
were not present on the body or in the mouth. The treatment given on March 8 
was: irradiation of the spine, five-eighths erythema dose, unfiltered, to the lumbo- 
sacral area. On April 16, a second treatment, five-eighths erythema dose, 3 mm. 
of aluminum filter, was applied to the lumbosacral region. On April 15, five weeks 
following the first treatment, improvement was not noted. The patient was 
unimproved after one filtered and one unfiltered roentgen-ray treatment of the 
spine. 

Case 15—C. D. aged 39, a bakery salesman, consulted me on March 
31, 1928, and complained of an extremely itchy, generalized eruption of 
four weeks’ duration. Examination revealed a severe, acute, generalized lichen 
planus, especially marked on the trunk. Lesions of the mouth were not found. 
The treatment given on March 31, 1928, was: irradiation of the spine, five-eighths 
erythema dose, 3 mm. of aluminum filter, applied to the interscapular and lumbo- 
dorsal fields. The itching was temporarily aggravated for several hours following 
the treatment. All the itching had disappeared at the end of one week. The erup- 
tion began to involute, and at the end of three weeks all the lesions had disappeared 
with the exception of those on the legs, which showed only partial improvement. 
On April 20, a second treatment, identical with the first, was given. On May 4, 
the eruption had involuted completely, leaving the usual pigmentation. The patient 
was cured in five weeks, following two applications of filtered roentgen-ray treat- 
ment of the spine. 

Case 16.—D. K., aged 40, a housewife, consulted me on March 6, 1928, 
complaining of an extremely severe, itchy, generalized eruption, of four 
months’ duration. The patient was neurotic, and said that she worried over 
family affairs. She had been operated on four and one half years before exami- 
nation for exophthalmic goiter. The examination showed a characteristic gener- 
alized lichen planus. The lesions were grouped especially on the flexor surfaces 
of the arms, over the lower portion of the back and about the ankles. The treat- 
ment given on March 6 was: irradiation of the spine, five-eighths erythema dose, 
unfiltered, applied to the interscapular and the dorsolumbar fields. On March 20, 
many new lesions were present, and the pruritus was unimproved. A _ second 
treatment, identical with the first, was given. On April 3, the patient was unim- 
proved, and new lesions continued to develop. Roentgen-ray treatment of the spine 
was abandoned at this point, and one-fourth erythema dose, unfiltered, was. applied 
directly to the lesions. On April 17, a marked improvement had taken place. The 
itching had almost gone, and the lesions were involuting. A second treatment 
of one-fourth erythema dose, unfiltered, was given directly to the lesions, which 
remained. Two weeks later, all the lesions had involuted. On May 29, 
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the residual pigmentation had faded considerably. The patient had not improved 
following two treatments by unfiltered roentgen-ray treatment of the spine. There 
was a rapid response and cure following two unfiltered roentgen-ray treatments 
applied directly to the lesions. 

Case 17.—L. S., aged 42, a housewife, was seen on March 26, 1928, complaining 
of an itchy eruption on the wrists, arms and legs, of eight months’ duration. 
Examination revealed an extensive, characteristic, hypertrophic lichen planus with 
lesions the size of a coin on the anterior surface of the legs and the dorsum of 
the feet. There were similar lesions, smaller in size, on the flexor surfaces of the 
wrists. The treatment given on March 26 was: irradiation of the spine, five- 
eighths erythema dose, 3 mm. of aluminum filter, to the interscapular and the 
dorsolumbar fields. On May 10, the itching was worse, and new papular lesions of 
lichen planus had developed on the thighs and the abdomen. The former lesions 
were moderately improved. On May 24, the eruption had not increased in extent. 
The itching, except on the legs, had disappeared. The lesions on the arms and 
wrists had involuted almost completely; there was a slight improvement of the 
lesions on the legs. A second roentgen-ray treatment of the spine was given. On 
June 8, all the lesions had involuted, with the exception of those on the legs which, 
while improved, were still resistant. A marked improvement followed two filtered 
roentgen-ray treatments of the spine. 


RESULTS 

From a comparative study of the unfiltered and the filtered methods 
of roentgen-ray treatment of the spine in seventeen patients with general- 
ized and localized lichen planus, I have obtained the following results. 

Effect on Itching and Lesions in Generalized Lichen Planus 
(Twelve Cases).—In seven cases of the acute, generalized type, of from 
three to eight weeks’ duration, all the patients were cured in from five 
to nine weeks. Four of these were treated by the unfiltered method, 
which resulted in a disappearance of the itching—in less than one 
week in one instance (case 8), while in three instances (cases 9, 10 
and 12) the itching disappeared much more slowly. In two patients 
(cases 3 and 15) treated by the filtered method, the relief from itching 
was prompt, and these patients were cured in six and four weeks, 
respectively. In one patient (case 13), relief was not obtained from 
the itching, nor improvement in the eruption after two unfiltered treat- 
ments ; yet, following an additional treatment by the filtered method, the 
itching disappeared a week later, and the lesions rapidly involuted. 

2. In five cases of chronic generalized lichen planus, of from four to 
six months’ duration, one patient (case 2), who was cured in ten weeks, 
received three filtered treatments; the relief from the itching and the 
involution of the lesions were slow. In one patient (case 16), improve- 
ment in the lesions was not obtained following two unfiltered treatments, 
and the itching became more aggravated after the second treatment. 
This patient was cured by two additional applications of roentgen ray 
of one-fourth erythema dose, each, unfiltered, applied direct to the 
lesions. In a similar patient (case 7) who had received one unfiltered 
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and one filtered treatment, the improvement of the itching was only tran- 
sient, and the eruption became ultimately worse with increased itching. 
Here again, supplementary applications of roentgen ray, of five one- 
fourth erythema doses, each, unfiltered, applied direct to the lesions 
produced quick relief and cure. Also, in another patient (case 6), who 
had received two unfiltered treatments with the disappearance of all the 
lesions with the exception of those on the legs, the cure was completed 
by four treatments of one-fourth erythema dose, each, unfiltered, and 
applied direct to the lesions. In one patient (case 4), following one 
unfiltered and two filtered treatments, improvement either subjectively or 
objectively was not noted. 

Effect on Localized Hypertrophic Lichen Planus (Three Cases).— 
In three cases of localized hypertrophic lichen planus, prompt relief 
from the itching was obtained in one (case 1) of eight weeks’ duration, 
and in another (case 5) of six months’ duration. Both patients were 
cured in four weeks following one and two treatments, respectively, 
by the filtered method. One patient (case 17) showed prompt relief 
from itching and partial involution of the lesions on the more severely 
involved legs, following two filtered treatments. 


Effect of Lichen Planus on the Mucous Membranes.—Two of the 
five patients (cases 2 and 10) who showed lesions on the mucous mem- 
branes with moderate involvement of the buccal mucosa had complete 
involution accompanied by the disappearance of the generalized eruption. 
One patient (case 2) had received three filtered treatments, and one 
(case 11) had received three unfiltered treatments. Another patient 
(case 3), in addition to an extensive generalized eruption, showed an 
intensely marked involvement of the entire buccal mucosa and the 
tongue with thick plaquelike lesions. Following three filtered treat- 
ments, all the lesions disappeared, except a moderate involvement 
of the dorsum of the tongue which ultimately completely involuted, 
following one additional roentgen-ray treatment of one-half erythema 
dose, unfiltered, directly applied to the process. In one patient (case 
11), with only a moderate involvement of the buccal mucosa, a change 
did not occur for eight weeks following two treatments to the inter- 
scapular area by the unfiltered method. One patient (case 14), showing 
annular lichen planus of the glans and reflected foreskin of the penis, 
remained uninfluenced after one unfiltered treatment and one filtered 
treatment over the dorsolumbar spine. 


COMPLICATIONS 


In five patients, of whom four showed generalized involvement, and 
one localized involvement, a marked exacerbation of the itching with 
swelling and hyperemia of the lesions was complained of within a few 
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hours after the first treatment. This lasted from twelve to twenty-four 
hours, and was followed usually by a rapid improvement or the dis- 
appearance of the pruritus and the beginning involution of the lesions. 
This interesting fact has been noted by all who have used the method, 
and Pautrier and others believe this to be a true Herxheimer reaction 
indicating a direct effect on the seat of the disease. 

In two instances in which the patients became worse, there was 
only a moderate exacerbation in the eruption, which was not comparable 
to the severe generalization of the disease, almost approaching a 
dermatitis exfoliativa, reported by Hufschmidt, Hudelo and others. 


COMMENT 


From these results some rather interesting facts should be noted. 
It will be seen that all of the seven patients with acute generalized 
lichen planus were cured following roentgen-ray treatment of the spine, 
four by the superficial unfiltered method, two by the filtered technic, 
while an additional one was cured by filtered therapy after aggravation 
by two unfiltered treatments. 

In five cases of chronic, generalized involvement there was only 
one cure by the filtered method. One patient was markedly improved 
by unfiltered treatment. There was one failure by the unfiltered method 
and two failures by a combination of the two methods. 

In the three patients with the hypertrophic type of lichen planus, 
there were two cures, and one patient was markedly improved. All 
had been treated by the filtered method. 

In the patients with involvement of the buccal mucosa, three were 
cured; two by filtered therapy and one by unfiltered therapy, while 
there was one failure by the unfiltered method. One other patient, 
with a marked involvement of the tongue, was greatly improved by 
filtered therapy. A patient with lichen planus of the penis was 
unimproved after both methods had been tried. 

The relief from itching in all the patients cured was, in general, 
slower by the unfiltered technic. In four of the seven patients unim- 
proved or only partially benefited by irradiation of the spine, cures 
were obtained by supplementing this treatment with roentgenotherapy 
applied directly to the lesions. It was my impression that this response 
to direct treatment was more rapid and required less dosage than one 
sees in similar cases in which the patients have not been previously 
treated with spinal roentgenotherapy. This view is also held by Kriser, 
Langer and others. Langer,** in a recent article, advises the use of 
paravertebral irradiation in conjunction with local irradiation of malig- 
nant diseases. 


32. Langer, Heinz: Am. J. Roentgenol. 18:137, 1927. 
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Because as yet a much needed universal or international method of 
computing x-ray dosage is lacking, much confusion results when one 
attempts to compare results with those reported by others. Especially 
in this so since the factors employed have varied in one or more 
details in nearly every report that has been published. The dosages 
used in this study, however, have been, in general, less than those 
used elsewhere. 

How is one to interpret these facts? While absolute proof is 
lacking, it would appear that the complete deep irradiation of the 
spinal cord in its entire length as recommended by Pautrier is not 
necessary, for, in many cases, complete involution of the disease is 
seen from only two exposures which affect the cord in only about 
one half of its lehgth. If it is assumed with Neumark and Krynski 
that the effect is on the terminal branches of the sympathetic and 
sensory nerve fibers, causing a reflex action on the spinal cord, the 
sympathetic centers or both, and resulting in a profound effect on 
the cause of the disease, one can then explain the results obtained 
by the smaller doses, both filtered and unfiltered, used in this study. 
If this is true, perhaps there is another proof in favor of some 
disturbances of nerve function in certain cases of lichen planus. 


CONCLUSIONS 


From a study of this small group of seventeen patients with typical 
lichen planus treated by irradiation of the spine, I believe the following 
conclusions may be drawn: 

1. Twelve of the seventeen cases, or 70.6 per cent, were favorably 
influenced. Of these, ten, or 59 per cent, showed complete cures. 
These results compare favorably with those published by the majority 
of the investigators. 

2. Patients with acute generalized lichen planus show the best 
response to this mode of therapy. The results are unusually constant 
and, because of its simplicity, the method has many advantages over 
the more time-consuming one of direct roentgenotherapy. 


3. In patients with chronic generalized lichen planus, the effect is 
much more uncertain; one patient was cured and one was improved out 
of five in this series, and therefore it can hardly compare with the 
more constant results obtainable by direct irradiation. 


4. Encouraging results in acute and subacute localized hypertrophic 
lichen planus of the extremities lead me to recommend the method, 
particularly if failure has resulted from direct roentgenotherapy or the 
use of other measures. 

5. In lichen planus of the mouth, the results are likely to be 
uncertain. The method is recommended when other measures fail. 
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6. Concerning the choice of methods, I believe that this study, 
while lacking sufficient proof, shows that, in general, the filtered method 
gives more promise of success. The dosage used in this study was 
somewhat less than that used by most investigators. The number 
of treatments given is more than that reported by some, and the time 
required to produce a favorable result has been, as a rule, longer than 
that reported by Gouin and Pautrier. The method of smaller doses 
given on two fields only and repeated, if necessary, has the advantage 
of greater simplicity and avoids the dangers attendant on greater 
dosage over more surfaces. 


7. Further investigations may ultimately produce the ideal technic, 


and give even better results. 

8. Roentgen-ray treatment of the spine is, then, recommended as 
a procedure of definite proved value in the treatment of lichen planus 
and is especially indicated in the acute generalized type. It can be 
recommended in all other types of the disease in which the patients do 
not respond to other methods of treatment. 


DISCUSSION 


Dr. Harry R. Foerster, Milwaukee: In any disease characterized by a 
conspicuous lack of unanimity of opinion in regard to therapeutic management, 
the introduction of a new procedure is likely to be looked on with skepticism. 
When, however, a new method has been attended by results as good as those 
obtained by Dr. Driver, the investigator should be congratulated on his work. One 
must, nevertheless, be careful in accepting a new therapeutic measure and should 
not let enthusiasm for the new blind one to the good effects of the older methods. 
The results obtained by Dr. Driver are similar to those obtained by the French 
investigators that he has quoted. It is interesting to note that most of these, as 
well as Dr. Driver, have obtained their best results in cases of acute generalized 
lichen planus. In the chronic generalized cases, and especially in the localized 
cases, the results have not been so satisfactory, and it is a question in my mind 
whether this new method has any merit in the localized type of this disease, 
beyond that possessed by other measures. 

Another significant fact is that in most instances the conclusions drawn from 
the results of treatment of the spinal cord in cases of lichen planus are based on 
small groups of cases. Such conclusions are naturally likely to be erroneous. 
Dr. Driver’s series of seventeen is one of the larger. My observations are 
limited to eight cases. Until this method has been applied to large series of cases 
and the results of various investigators have been compiled, its exact value cannot 
be definitely determined. 

The danger of heavy roentgenotherapy directed to the spine should not be 
overlooked. In the method in which high voltage roentgen rays, filtered through 
from 3 to 5 mm. of aluminum, are applied to the entire spine from the third 
cervical vertebra to the sacrum, with the treatment repeated several times at inter- 
vals of three weeks, two erythema doses of roentgen rays may be administered 
during one month. Such dosage is not without danger. I recall patients with 
metastatic carcinoma of the spine in whom aplastic anemia followed repeated 
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roentgen-ray treatments. It is likely that if the spinal ganglions, the spinal cord 
or the sympathetic nervous system are responsive to irradiation, they are susceptible 
also to injury. 

Dr. Driver employed 112 kilovolts, the equivalent of a 7 inch spark gap, and 
he has confined the treatment to two small areas. Nijkerk has successfully 
employed the fractional dose method applying 0.25 skin unit to small areas of the 
spine at weekly intervals. I believe that these methods have the advantage of 
safety over the older technics. 

In considering the application of roentgen ray to the spine in lichen planus, 
the advantages of direct roentgen-ray treatment must be recalled. MacKee, basing 
his opinion on about 250 cases of lichen planus, concludes that in the majority of 
these, including acute generalized cases, the patients are benefited by roentgen rays 
that are applied directly to the lesions. I endorse Dr. Driver’s method of treat- 
ment, particularly for the generalized type of lichen planus. 


Dr. MitcHeELL, Chicago: I have not had an opportunity to treat a series of 
patients, but I have treated four by the technic outlined here, without any 
appreciable result. During the years I was associated with Dr. Ormsby in his 
private practice and in the clinic, I never was particularly disconcerted by the 
therapy in lichen planus. We ordinarily discussed the situation with the patients 
and told them that within six weeks they would be much improved, and probably 
within three months would be well. In all patients in whom the kidneys were 
intact and the patients could tolerate it, we used % grain (0.016 Gm.) of mercuric 
chlorid intramuscularly, twice weekly. This is not generally used, I believe, and 
I do not know the rationale, but it is extraordinarily effective. Patients with acute 
generalized lichen planus will do the most remarkable things under any therapy. 
I saw a patient a short time ago with one of the most extensive eruptions of acute 
generalized lichen planus that I have seen. She was sent back to her physician 
with the recommendation that she receive this therapy; she returned in two weeks 
with the itching entirely relieved and the eruption much improved. Unanimity of 
opinion in the Strasbourg Clinic was striking by its absence. The amount of 
penetration of the spinal cord, and what resulted from this treatment was by no 
means unanimous. Various other methods of treatment were carried out and 
the results were reported. Irradiation of the femoral vessels bilaterally seemed 
to give about as good an effect as the irradiation of the cord. I think this treat- 
ment should be accepted with caution, and used with great skepticism. The results 
from the use of mercuric chloride as regards time, are, in my experience, superior 
to all the reports of Pautrier and Gouin, and I think will compare favorably with 
those of Dr. Driver. 


Dr. Latn, Oklahoma City: Dr. Driver is to be commended for bringing to our 
attention this newer indirect method of roentgenotherapy in lichen planus. I have 
had experience with only one patient by this method of treatment. Apparently 
it gave good results, though not so much better than other methods which I have 
been using as a routine for several years, that I am ready to adopt it in place 
of other methods. It is especially interesting to hear this report because it some- 
what parallels what has been discovered in the treatment of zoster; namely, a 
relief from pain by irradiation with the deep, screened rays, similar to that 
described here, over the nerves of the trunk. .I do not know that it helps the 
involution of the zoster eruption, though it does relieve the pain. The unscreened 
direct roentgen ray in the treatment of lichen planus, I presume, is used by all 
dermatologists and has been for some time. It is satisfactory, particularly for 
relief from pruritus. The treatment with mercury, as mentioned by Dr. Mitchell, 
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I presume has also been practiced by most dermatologists, with various methods of 
administration. About two years ago my co-workers began the use of mercury 
intravenously plus the direct method of roentgenotherapy in lichen planus. It has 
been so much more satisfactory than any other method previously tried that it has 
now become a routine. Every patients with lichen planus, whether of the acute 
eruption or the hypertrophic type, is given at the first visit a direct roentgen-ray 
treatment over all lesions, or over an area of the lesions, followed by an intravenous 
injection of mercury. First, we used mercurochrome, later we used 4-intro-3, 
5 bisacetoxymercuri-2-cresol. The mercury is given almost to the point of tol- 
eration. If symptoms of gastrointestinal effects appear, it is immediately dis- 
continued. I believe, since hearing Dr. Driver’s report regarding the time of the 
involution of lesions following roentgen-ray treatment of the spinal cord, that it 
would be well to compare carefully this method with other methods before its 
full adoption. I shall attempt to compare this treatment with other methods 
after returning home, though it shall have to be an unusually good treatment if 
it causes me to depart from the direct roentgen-ray method and the use of intra- 
venous injection of mercury, before mentioned. 

Dr. MicHaeEL, Houston, Texas: I must say that I considered that the results 
obtained by this treatment were psychotherapeutic, but the thought obtrudes that 
they may be of more definite import. We may be dealing with causal therapy, 
and if it is considered in that light, this method may throw some light on the 
etiology of lichen planus. For this reason, I would suggest that this treatment be 
controlled preferably by the alternate case method of comparison. When sufficient 
experience has been accumulated, the results obtained can be used to affirm or deny 
the contention that lichen planus is the result of radiculitis. So far as the treat- 
ment mentioned by Dr. Mitchell and Dr. Lain is concerned, my experience has been 
similar to theirs, but this does not detract from my previous remarks, since with 
mercury one does not know on what structures its action is exercised, while with 
roentgen-ray treatment of the spine that much at least is known. 


Dr. Driver, Cleveland: In general, the treatment of lichen planus in the past 
by the use of the heavy metals, especially mercury and bismuth in conjunction 
with direct roentgenotherapy of the lesions, has proved satisfactory in the majority 
of patients to many American dermatologists. Some patients, however, are 
extremely resistant to the usual methods of treatment, and roentgen-ray treat- 
ment of the spine offers an additional procedure that is of distinct value. In the 
series of cases reported here, I did not use other therapy in order to evaluate 
properly this new method. It is reasonable to suppose that were this treatment 
combined with the administration of mercury or bismuth, even more satisfactory 
results would have occurred. The use of roentgen-ray treatment of the spinal 
cord in conjunction with other measures of recognized value has been recom- 
mended by other investigators. 





PHYTOPHARMACOLOGIC EXAMINATION OF THE 
BLOOD IN PEMPHIGUS AND IN SOME 
OTHER DISEASES OF THE SKIN * 
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It is well known that those chemicals which are generally termed 
either drugs or poisons produce certain definite and often characteristic 
physiologic changes in living matter when they are administered to 
animals in vivo or are applied to surviving organs of the same or even 
when applied to parts of living animal tissue and to individual cells. 
Such changes produced by drugs or chemicals are spoken of as 
pharmacodynamic changes and may be produced by substances obtained 
from the mineral kingdom, the animal kingdom or the vegetable king- 
dom. In the last few years it has been shown by one of us (D. I. M.) 
that living animal tissues, which may be utilized for obtaining pharma- 
codynamic responses to various chemicals, are not the only test objects at 
the disposal of the pharmacologist. It has been found that living plant 
protoplasm often responds with greater sensitiveness to the action of 
certain chemicals or substances applied to it than living animal tissues 
do; indeed, such test objects borrowed from the domain of plant 
physiology may respond to the effects of certain drugs or chemicals 
which fail to-produce any appreciable changes in test objects obtained 
from living animals. This was found to be especially true of certain 
metabolic products elaborated by the human body. Thus Macht and 
Lubin have shown by means of experiments on the growth of certain 
living seedlings that there is a substance in the blood, saliva and other 
secretions of menstruating women which is poisonous or deleterious to 
the growth of these seedlings. In a similar manner, during the past 
few years, Macht has demonstrated by means of such plant physiologic 
tests, for the first time, the presence of an abnormal product in the 
blood of patients having pernicious anemia, which is so characteristic of 
that particular condition that it is extremely useful in differentiating 
pernicious anemia from other forms of anemia such as secondary anemia, 
carcinoma, leukemia and similar conditions. 


* Submitted for publication, July 14, 1928. 

*From the Department of Dermatology of the Johns Hopkins Medical 
School and Hospital and from the Laboratory of Pharmacology of Hynson 
Westcott and Dunning, Baltimore. 

* Read before the Fifty-First Annual Meeting of the American Dermatological 
Association, Washington, D. C., May 2, 1928. 
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These observations suggested the present investigation. It was 
thought worth while to make a systematic examination, by phytophar- 
macologic methods, of the blood in various skin conditions, with the 
object of discovering some possible characteristic reaction which would 
show a deviation from the observations obtained with normal blood. In 
this way it was found that the blood of one skin disease consistently 
gave indications of being more deleterious or “poisonous” to plant 
protoplasm than normal blood, thus indicating the presence of an 
abnormal constituent in the blood of that particular disease, to which 
the term “toxin” may be applied. 

In a clinical sense, there has existed for some time a belief that cer- 
tain dermatoses of both known and unknown origin were produced 
by toxins. This belief was based on the reaction or behavior of the 
body to the sudden or gradual release of agents which, associated with 
general symptoms, were also responsible for changes occurring in the 
skin. The list of such dermatoses is a long one, involving also question- 
able inclusions. Whether the inciting agent is bacterial, chemical, 
physical, or otherwise, need not be discussed. As examples, we may 
mention the acute exanthemas, erythema multiforme, erythema nodosum, 
eruptions following the taking of drugs by mouth or intravenously, 
burns of second and of third degree, urticaria, pityriasis rosea, lupus 
erythematosus, tuberculids, lichen planus, psoriasis and other rare 


diseases including the various types of pemphigus. 


We endeavored to select for this study some of these dermatoses, 
in the hope that Macht’s special method of testing serum would show 
some differences from the normal. In the main, since the variation from 
the normal need not be great to be considered toxic, we found a some- 
what consistent and surprising reading in every specimen of blood sub- 
mitted from a patient with pemphigus. Unfortunately, our material 
was difficult to obtain and therefore small, but the constant results have 
prompted this report along with that of other conditions which were 
normal, 

METHOD 

The method employed was the same as that described in original papers on 
cocaine,’ on menotoxin? and on pernicious anemia,* and was as follows: The 
toxicity of the normal human blood and of the blood from patients with anemia 
was studied on intact living seedlings or plants. For this purpose it was found 


that the seedlings of Lupinus albus, which have already been employed by Macht 
and Livingston in another connection, offered one of the best test objects. Such 


1. Macht, D. I., and Livingston, M. B.: J. Physiol. 4:573 (May) 1922. 

2. Macht, D. I., and Lubin, D. S.: Proc. Soc. Exper. Biol. & Med. 20:265, 
1923. 

3. Macht, D. I.: Pernicious Anemia: An Experimental Contribution to the 
Etiology, Diagnosis and Treatment, J. A. M. A. 89:753 (Sept. 3) 1927. 
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seedlings were germinated and grown under definite physical conditions, and their 
growth was studied quantitatively by measuring the elongation of the roots and 
other changes. 

Lupinus albus can be easily germinated, and the single straight root of the 
seedling allows accurate measurement. In the procedure employed in the experi- 
ments, the dry seeds are soaked over night in tap water at ordinary temperature. 
On the following day the swollen seeds are planted, with the hilum downward, in 
finely ground sphagnum moss. The planted seeds are placed in the dark and kept 
at a temperature of about 20 C. On the third day after the seeds are planted, the 
roots of the seedlings are of convenient length for measurement, being generally 
from 20 to 30 mm. long, and are ready for study. After the exact length of a 
root has been recorded, the seedling is placed in an upright test tube of hard glass 
containing a physiologic nutrient solution, the seed resting on the upper edge of 
the tube. The solution employed is the so-called Shive solution, which contains 
10.4 cc. of 0.5 molar solution of calcium nitrate, 30 cc. of 0.5 molar solution of 
magnesium sulphate and 36 cc. of 0.5 molar solution of diacid potassium phosphate, 
with distilled water to make 1 liter... The normal growth of lupine rootlets is 
studied by immersing the seedlings in a mixture of the normal Shive solution with 
an equal part of distilled water. From ten to twenty seedlings are generally used 
for determining the normal growth, the growth being expressed as the average 
mean measurement in millimeters of all the seedlings used. Other series of 
seedlings are immersed in a similar manner in a mixture of Shive solution and 
blood serum. Such solutions are prepared by first dissolving or mixing them 
with distilled water and then adding an equal part of Shive solution, so that in all 
the experiments the nutritive salts are the same, and any difference in growth is 
therefore to be attributed to the admixing of unknown bodies. In this manner 
a large number of experiments can be accurately performed at the same time. 
After the solutions have been prepared and the seedlings measured, the plants are 
left in a dark room or incubator over night, and at the end of twenty-four hours 
the elongations of the control seedlings and of the other seedlings are measured 
and compared. In this way the effect of any desired substance on the growth of 
Lupinus albus can be quantitatively determined. It is preferable to keep the tem- 
perature at about 20 C., but not absolutely necessary, as all the seedlings are kept 
under the same conditions, and any variations of temperature affect all the plants 
alike. For convenience of expression in this paper, the ratio of growth in any 
unknown medium, as compared with the growth of the control seedlings in normal 
Shive solution,‘ is expressed in percentages and is spoken of as the index or 
coefficient of growth. 


In the estimation of percentage readings it was found that the 
normal blood serum gave readings varying from 70 to 75. per cent. 
Figures below 70 per cent indicated abnormality and were generally 
significant of increased toxicity. Readings above 75 per cent were 
generally of little significance and were reported as normal when marked 
higher than this figure. 


EXPERIMENTAL DATA 


Over 230 specimens of blood were examined in the present research. 
The specimens were obtained from a variety of dermatologic cases, and 


4. Shive, J. W.: Physiol. Researches 1:327, 1915. 
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the phytopharmacologic readings are exhibited in the subjoined tables. 
Most of the specimens were tested within twenty-four hours, but some 
were tested as late as several days or even one week after venipuncture. 
When the specimens were not examined at once they were kept in 
an icebox ; apparently, such conditions did not invalidate the readings. 
Many of the specimens were submitted to subsequent tests, and in this 
way the readings could be checked up. In view of the observations of 
Macht and Lubin concerning a toxin present in the blood of men- 
struating women,’ care was taken to note the time of the taking of the 
blood in relation to the menstrual period. In making the tests every 
conceivable control was made to render the phytopharmacologic read- 


TABLE 1.—Blood Serum from Eighteen Patients with Pemphigus 








Phytotoxie Index 
in per Cent Remarks 
Pemphigus chronicus 
Healed pemphigus foliaceus 


Pemphigus of mouth 


Pemphigus chronicus; mouth, lips, nose and body 
Pemphigus or dermatitis herpetiformis 

High reading (?) 

Pemphigus foliaceus 

Pemphigus of mouth, anal orifice 

Pemphigus, 14 months’ duration 

Pemphigus of eyes 

Pemphigus of eyes, mouth and body 





ings as accurate as possible. All the tests were conducted by one 
of us (D. I. M.) and care was taken to exclude all contamination from 
toxic substances, as for instance, metallic salts which might influence 
the growth of the plants. 

It was noted soon after the investigations were begun that most 
dermatologic conditions did not exhibit any influence on plant proto- 
plasm. On the other hand, in certain diseases the index of growth was 
somewhat higher than that in normal blood serum, and in a few derma- 
toses a definite toxicity was shown by the blood. The one condition 
which repeatedly gave low readings was pemphigus, in a total of eighteen 
cases. Whereas the average phytotoxic index of normal human blood 
ranges from 70 to 75 per cent, it was found that the blood from 
pemphigus gave a low phytotoxic index which was characteristic of that 
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disease. The average of all the cases gave 53.8 per cent which indicates 
a definite toxicity, as compared with normal blood. This toxicity is 
not as great as that exhibited by the blood in pernicious anemia. 

In two cases, we have had the opportunity to study series of specimens 
from the same patient. In one of these cases which ended in death, 
the toxicity of the blood serum increased with the progress of the 
disease. This did not bear any relation to the hydrogen ion concentra- 
tion of the serum, nor was there any change in the coagulation time of 
the blood noted. In another case of chronic pemphigus, of over two 
years’ standing, with mild constitutional symptoms, the degree of 
toxicity apparently varied directly with the exacerbations and remissions, 
the serum being more toxic at the time of exacerbation and less toxic 
during a remission. Not only would the serum of patients with 
pemphigus show toxicity as compared with normal serum, but it was also 
found that the fluid aspirated from the bullae was toxic for the growth 
of the seedlings, though this toxicity was not as great as that of the 
blood serum. 

An interesting observation made was the fact that the toxic proper- 
ties of serum solutions from patients with pemphigus in which the 
seedlings were immersed was usually greater after forty-eight hour read- 
ings than after twenty-four hour readings. This was directly contrary to 
Macht’s observations in pernicious anemia in which solutions of serum 
from patients with pernicious anemia after standing over twenty-four 
hours became, if anything, slightly less toxic. As he found that the 
serum of blood taken from a patient with pernicious anemia and exposed 
in quartz tubes to the action of ultraviolet rays became more or 
less detoxified, a similar investigation was made with serum which was 
obtained from patients with pemphigus. While only a few such experi- 
ments were made it was found that the serum obtained from a patient 
with pemphigus also decreased in toxicity after exposure to ultraviolet 
ravs. These studies, however, are not completed and we hope they will 
be carried on further. 

An examination of the table reveals that the other skin conditions 
did not exhibit any toxicity as compared with the action of normal blood 
serum. Again a rather interesting observation was made in connection 
with the exanthemas, measles, scarlet fever, erysipelas and one case of 
varicella. The average readings obtained in these conditions showed 
if anything a lesser toxicity than normal human blood. It is also 
interesting to note that in pityriasis rosea, toxicity was not noted at 
all. Normal readings were likewise given in dermatitis herpetiformis, 
but our tests were too few on account of scarcity of material to war- 


rant any definite inferences. 
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COMMENT 


If the observation of a toxic factor in the serums in various types of 
pemphigus can be sufficiently well substantiated, it may be permissible 
to speculate on the value of this information in regard to differential 
diagnosis, because, as can be seen from an examination of the cases 
described, no other recorded dermatologic conditions gave the phytotoxic 
index obtained in pemphigus. The phytopharmacologic test, therefore, 
may prove to be of real significance and value in differentiating border- 
line conditions such as dermatitis herpetiformis which may simulate 
pemphigus so much that dermatologists have been accustomed to quote 
the well known saying: “If the patient survives, he has dermatitis 
The test 


’ 


herpetiformis ; if he dies he unquestionably had pemphigus.’ 


TABLE 2.—Select Dermatoses Giving Normal Readings 


Average Percentage 
Number of Cases of Growth 
74.7 
77.7 
71.3 


70 


Alopecia areata 

Dermatitis herpetiformis........... ciel Chad baked e pated sacle 
Dermatophytosis (feet) 

tas cabspdtinccbaneatihescdcadecs¥ oes sadscbaves 
6 iG.) nablddunceakhthdedennkGintscseweeessuseoes 
Generalized dermatitis (exfoliating) 

ts. cui seas ere Saesh eb cetecdedeshisencchedeus 
Ichthyosis 

Impetigo contagiosa 

Leukoderma 

se ches irae Lag nnd-0e 6:066504500646909 0500800000568 
eS i oo Gehl e aats soRESeTS oe Knee eRe’ 
ED 6 0.6.0.0.0:656.0080000sseeessnenessoneasese 
i i tinh oI ceCes dcp eke behiaeniavasesweeds bansanerees 
i fede nan os beds tT aba seebeoekeereshas 
Pityriasis rosea 

NS aT oe ns exh p smebeSORSSaEIESt08 +h Saab epadame sees 
eT ENN) Se ee Py ree Se ae eee 


Co b+ me ODO DO CO CO Co 


Searlet fever 
Urticaria 
Varicella 


may also prove to be of service in conditions such as Vincent’s angina 
(“trench mouth” disease) and in erythema multiforme, with involve- 
ment of the lip and mouth only, and in other rare conditions of the 


tongue and of the buccal mucosae with manifestations of vesicles or 


blebs. We believe that assurance of diagnosis in cases in which pem- 
phigus is suspected usually awaits the appearance of typical lesions 
on the body, in addition to the presence of the disease on the lips, 
the mouth, the tongue and mucocutaneous areas elsewhere. In the 
domain of ophthalmology, however, the accompanying skin lesions are 
apparently not conceded to be necessarily present in order to assure the 
diagnosis. 

An examination of the literature with regard to views expressed 
that toxicosis is an etiologic factor in the production of pemphigus 
reveals that practically every author of textbooks on the subject con- 
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cedes that among other factors (microbic, neurogenic and metabolic) the 
toxic theory has an important place. It is beyond the scope of 
this communication, however, to rehearse the various explanations, 
hypotheses and theories which have been advanced to support the toxic 
theory of pemphigus, but a few may be quoted as of interest in con- 
nection with the present work. 

In a report of two cases of pemphigus, E. Khoor® considered a 
toxic factor as responsible for the three recognized clinical types, which 
therefore presented merely qualitative and quantitative differences. 

Lipschtitz * endeavored to prove a supposedly toxic principle in the 
vesicle contents by means of experimentation on animals, and con- 
sidered that the toxic agents, protozoan bodies (three types), affected 
the lymph vessels in the role of “lymph parasites.” 

Strickler and Brown‘ concluded that the agent probably responsible 
for nerve changes in pemphigus was of the nature of a subacute or a 


chronic toxemia. 
Gwalowski* was convinced, on experimental and clinical grounds, 


that autointoxication from epinephrine should be considered as a hypoth- 
esis for explanation of the cause of the vesicles in pemphigus. 

In a recent report of six cases of pemphigus in which the patients 
were treated by transfusion of blood, Hollander *® expressed the belief 
that the eruption was a manifestation of a toxemia or of a sapremia, 


the result of chronic nonspecific infection not produced by a pathogenic 
organism. 

A few laboratory observations quoted by other authors are also of 
interest in connection with the present work. Kartamischew *° found a 
definite change in the sodium content of the skin in pemphigus, in the 
form of retention, and also showed that the sodium chloride content of 
the skin, viscera, fat, heart, and other parts of the body was less than 
normal. 

Urbach " also found sodium chloride retention with a decreased 
chioride output in the urine. He noted furthermore an increased pre- 
cipitation of albumin in the bullous types. 

In cases of widespread eczema and in pemphigus, Mayr and Hof- 
stadt '* attempted to study the coagulation point of the blood by heat- 


5. Khoor, E.: Arch. f. Dermat. u. Syph. 152:1, 1926. 

6. Lipschiitz, B.: Arch. f. Dermat. u. Syph. 119:2, 566, 1915. 

7. Strickler, A., and Brown, H.: Spinal Fluid Findings in Pemphigus and in 
Dermatitis Herpetiformis with Note Relative to Treatment of Pemphigus 
Vegetans: Preliminary Report, Arch. Dermat. & Syph. 12:48 (July) 1925. 

8. Gawaloski, K.: Abstr., Zentralbl. f. Haut. u. Geschlechtskr. 6:443, 1923. 

9. Hollander, L.: Brit. J. Dermat. 148:69, 1925. 

10. Kartamischew, A.: Arch. f. Dermat. u. Syph. 148:69, 1925. 

11. Urbach, E.: Arch. f. Dermat. u. Syph. 150:52, 1926. 

12. Mayr, J. K., and Hofstadt, H.: Miinchen. med. Wehnschr. 15:470, 1924. 
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ing, for the purpose of a differential diagnosis from other dermatoses ; 
however, they found no variation from normal blood. 

Vallisnieri and Coli’* sensitized animals with injections of the 
contents of pemphigus vesicles. Later serum from patients with 
pemphigus was injected into these animals and normal blood was 
injected into control animals sensitized in the same manner. The results 
of the experiments, however, were inconclusive. 

It is thus evident that our conceptions of the etiology of this most 
baffling disease, pemphigus, are still very vague. It is for this reason 
that we regard the present work as of some interest, opening up as it 
does a new line of investigation. The results obtained with the phyto- 
pharmacologic examination of blood serum obtained from patients with 
pemphigus and contents of the bullae definitely indicate that the proper- 
ties, pharmacologic or otherwise, of these fluids are different from that 
of normal blood or from blood obtained from certain other skin diseases, 
and that these fluids from patients with pemphigus are definitely toxic 
for the growth of Lupinus seedlings. 


SUMMARY 


1. An examination of the blood serum from a number of patients 
with dermatoses of unknown and of presumably known origin was 
made by the phytopharmacologic method developed by one of the 
authors. 

2. These tests were made by noting the effect of the serums on 
the growth of young seedlings of Lupinus albus in the same manner 
as studies of the serum obtained from patients with pernicious anemia 
have been demonstrated recently. 

3. It was found that the serums from a number of cases of pem- 
phigus gave consistently abnormal and low readings, thus indicating 
a greater toxicity of such serums for plant protoplasm as compared 
first with normal blood serum, and secondly with serums obtained from 
a number of patients with other diseases of the skin. 

4. Details and comments on the method employed are given. 


5. References are made to the more recent literature available 
bearing on the theory of a toxicosis in the etiology of pemphigus. 
6. It is submitted in view of the results of this investigation—and 
despite the small number of patients with pemphigus available for study 
-that an added support may be given to the conception of a toxicosis 
in the etiology of pemphigus. 
7. The exact nature of this toxicosis must be left for future inves- 


tigations. 


13. Vallisnieri, E., and Coli, R.: Abstr., Zentralbl. f. Haut. u. Geschlechstskr. 
3:223, 1922. 
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ABSTRACT OF DISCUSSION 


Dr. Upo J. Wire, Ann Arbor, Mich.: I am sure that I express the sentiment 
of every member here present in commenting on the ingenuity of this entirely 
new method of investigation. It is a particularly fruitful source of possible 
information, in view of the observations of Dr. Pels and Dr. Macht in pemphigus, 
a disease that has hitherto been clouded with obscurity so far as all methods of 
investigation have shown. That the ordinary pemphigus is a toxic disease has at 
least been suggested and borne out by the fact that many cases are favorably 
influenced, and, I have been told recently, occasionally completely cured by 
repeated transfusions of human blood. It would seem to me that if further 
investigation were to show that this toxic index was particularly specific for 
pemphigus we would at least have at our disposal an adequate means of 
determining the difference between the intermediate type of cases, when a diagnosis 
between pemphigus and dermatitis herpetiformis is often so difficult. Such differ- 
entiation is not always a question of academic discussion, but often involves the 
life and safety of the patient, and it is thus important that the differentiation be 
made. 

I would like again to commend the great ingenuity of this investigation. 

Dr. Macut: Dr. Pels has lucidly presented his side of the research, and I will 
not comment on the physical observations. It is evident that the essential part of 
this investigation is vitally connected with the new department of experimental 
medicine to which I have given the name “phytopharmacology,” and I wish to 
give just a few additional words of information on that subject. 

Most medical men, as well as medical students, when they study physiology 
and pharmacology are almost entirely concerned with what is called zoophysiology 
and zoopharmacology, but there is such a thing as phytophysiology and phyto- 
pharmacology. I have made many experiments regarding the comparative reaction 
of plant protoplasm and animal protoplasm to drugs and poisons, and have found 
that plant tissues may be much more sensitive than animal tissues to certain 
chemical compounds. One can sometimes detect toxic substances by means of 
phytopharmacologic tests when one cannot detect them by animal tests. 

A comparative study of mine made recently is a striking illustration of this. | 
selected two violently toxic substances, one from the animal and one from the plant 
kingdom. One is cantharides, an animal poison, and the other, of plant origin, 
was ricin, a few milligrams of which will kill a man. When I studied the action 
of ricin on plant protoplasm I found that it did not affect the plant at all, but the 
animal! poison cantharidin promptly killed my plants. Such observations prompted 
this investigation and it was found that undoubtedly there is something in the 
blood serum of pemphigus, which exercises a toxic effect on plant protoplasm. It 
is a fact that in all sciences a new method of investigation opens up new lines of 
inquiry and may possibly lead to new discoveries. We could not have studied 
the chemistry, physiology and pharmacology of the thyroid had we not had a 
method of determining the basal metabolism, but even before that, it was found 
that the feeding of thyroid substance affected the growth of tadpoles. The same 
is true of insulin. So here we have a new method of testing. It is in some sense 
specific for pemphigus, but even if it were not it is a method whereby the toxicity 
of different bloods can be compared. I found that bacterial toxins are not very 
toxic for plants; hence, the toxin is probably not of bacterial origin. We also 
examined the contents of some of the vesicles or bullae in pemphigus; these were 
sterile, and yet their contents were toxic. The presence of bacteria will not 
affect this test according to my experience. 
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One point in the way of caution: I wish to caution all of you present, if some 
of you try to carry out this test, that you must be careful in learning the technic. 
You will probably fail on the first, second, or the first half dozen attempts. This 
is the case with all new methods, for one has to have a good deal of preliminary 


training; one has to be trained in animal pharmacology and plant physiology as 
well. Experience is, of course, the greatest teacher. Failure to have the test work 
does not mean that the test does not work, and unless you have had a great deal 
of experience, and unless you intend to take it up seriously, I would advise you 
to submit the material to those with experience rather than have it fail and 
subject the whole thing to the suspicion of being unreliable. 

Dr. FREDERICK D. WeErpMAN, Philadelphia: I should like to inquire what 
Dr. Macht referred to in speaking of the utilization of animal tissue for tests of 
toxicity. Does he refer to the use of simple animal forms like protozoa or the 
conventional injection of toxic substances into the grosser animals intravenously ? 
Calkins has brought out the changes that may be induced in Paramecia by the 
addition of certain poisons like atropine to the mediums. Fifteen years ago I 
barely dipped into that subject; I was interested just then in tuberculosis and 
tested several infusions of Paramecia in serums of tuberculous patients. I would 
be glad to find out whether other protozoa can be used in this way, and perhaps 
run along with the phytopharmacologic tests. On general principles one would 
expect the animal tissue like protozoa to behave truer to form against human 
toxins than plant tissues. 

Dr. Ernest L. McEwen, Chicago: I would like to know whether this 
investigation included any cases of syphilis? 

Dr. Macut: In speaking of animal experiments I was speaking of the usual 
methods. The experiments were done on various organs, blood serum, and so on, 
but I did include the use of small animalcules like Paramecia. 

I have examined about fifty cases of syphilis with three plus Wassermann 
reactions, and none of them was toxic at all. Tuberculosis falls in the same 
category, being even less toxic than normal blood. 

One other point I wish to mention is in regard to irradiation, to which Dr. Pels 
called to your attention. Perhaps you know that in my work on pernicious 
anemia, I have advocated the use of the ultraviolet rays. I have examined only 
a couple of specimens of serum obtained from patients with pemphigus and after 
irradiating them with ultraviolet rays there was some evidence that the serum 
was detoxified. I would urge that you give these patients a chance, and try ultra- 
violet radiation. I would be happy to examine the specimens for you. You could 
send a specimen before starting any treatment and another afterward, and then by 
having some sort of a test, even if it be phytopharmacologic, we would have a 
means of determining whether the treatment is of value or not. 

Dr. WattTeR J. HicGumMAN, New York: This paper intrigues the imagination, 
and if the method proves as valuable as is to be hoped for scientific investigation, 
it will open up new fields, perhaps of more significance to the human race than 
the accomplishment of the men who have just successfully crossed the Atlantic 
westward, and who have just interrupted our proceedings. I hope Dr. Pels and 
Dr. Macht will pursue their studies with reference to the two protozoan diseases 
that we know about, two of which sometimes come into our purview, namely, 
oriental sore and pudendal ulcer, to determine whether these diseases of known 
protozoan origin can be so differentiated from diseases of plant origin. 

Dr. Pets: We are appreciative of the reception of this communication, and 
wish to stress the fact that it is a preliminary report. Eighteen cases are not 











650 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


particularly convincing. It is our hope that we can report many more at some 
future time, and we wish to thank all of our colleagues over the country from 
whom we received specimens for their kind cooperation, because material was 
difficult to obtain. 

Dr. Macht mentioned, and we wish to stress the fact, that treatment in these 
cases apparently did not affect the precentage readings. We had one patient who 
was receiving injections of mercurochrome 220-soluble and we found the readings 
running almost parallel. Thus, mercurochrome had no influence on the results 
obtained. Another thing we wish to mention and, which we will report later, 
was that occasionally we had positive readings in certain diseases, but not con- 
stantly positive. One disease which we did not mention was omitted because we 
had too few cases, and that was, curiously, sycosis vulgaris. We hope some time 
to have a more critical evaluation of the treatment. 








CISTERN PUNCTURE * 


LEO JACOBI, M.D. 


NEW YORK 


The course of medical progress has been punctuated by the suc- 
cessive invasions of the most secluded and vital regions of the living 
human body. One by one, canals and cavities hitherto held inviolable 
have been penetrated by the probe, the trocar and the searchlight, 
until today even the interior of the beating heart itself is no longer 
forbidden ground for the trespassing weapons of the surgeon. Among 
the more recent of these explorations, the procedure known as cisternal 
or suboccipital puncture seems destined to play an important role in 
the practice of the neurologist and the syphilologist. 

The term “cistern puncture” denotes the introduction of a needle 
into the cisterna magna, situated between the medulla and the cerebellum. 
It is usually performed for the purpose of obtaining spinal fluid. 

The origin of this little operation may be traced back to Quincke, 
the father of lumbar puncture (1890), who, in the course of his pre- 
liminary researches, had been considering the advisability of tapping 
the great cistern, but abandoned the plan as too dangerous, owing to 
an instinctive fear of tampering with the spine in the vicinity of vital 
organs. The same obsession continued to haunt subsequent investigators, 
who deemed it paradoxic to select the most vulnerable upper segment 
of the spine for tapping when the safe lower section was available. 

This “fear complex” delayed the advent of cistern puncture till 
the year 1908, when Obregia performed, apparently for the first time, 
what he called “subocciptal rhachicentesis.” While it is true that 
incisions into the atlanto-occipital membrane for drainage purposes had 
been made before this date, by Westenhoeffer (1905), still the opera- 
tion of cutting a window into the cistern can hardly be classed as a 
“puncture,” and does not invalidate Obregia’s claim to priority. 

The diagnostic importance of the spinal fluid, however, could not 
be fully realized before the Wassermann reaction and the arsphenamines 


9 


became household words in medicine, and it is therefore not surprising 
that the novel achievement fell on barren ground. Clearly, the time 
was not yet ripe. 

There followed an interval of several eventful years, the fat years of 
harvest in the field of syphilology. With the dawn of the new era came 
a revival of interest in cistern puncture, this time in a different part of 
the world. 


* Submitted for publication, Aug. 8, 1928. 
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It is to American investigators that the credit for hard pioneering 
work must be given. The systematic experiments on animals by Dixon, 
Weed, Ayer, and others, performed in 1913, were the forerunners 
of the technic standardized by Ayer and his associates, in 1919, for 
reaching the cistern in the human subject. This method, still in use, 
is known as the “direct one” because the needle is introduced into the 
cistern through the soft tissues without touching bone (fig. 1). The 
puncture is made at a point just above the spine of the axis, along a 
line passing through the upper edge of the external auditory meatus 
and the glabella. The needle is advanced in this direction until it has 
pierced the atlanto-occipital membrane. Ayer relies entirely on the 
characteristic muscular sense of resistance for knowing when the cistern 
has been reached. 
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Fig. 1—1, Fossa for cerebellum; 2, occipital protuberance; 3, post occipital 
atlantal ligament; 4, transverse process of atlas; 5, spinous process of axis; 6, 
fourth ventricle; 7, foramen magendie; 8, cisterna magna; 9, subarachnoid space. 
A, needle at point of orientation; B, needle point depressed and in cisterna; C, 
Ayer direct method needle within cisterna. 


For some reason, the Ayer technic failed to make a wide appeal, 
and the next chapter in the history of cistern puncture was again 
destined to be written in Germany, where in October, 1923, Eskuchen, 
independently of Ayer, published his description of a new technic. It 
is called the “indirect” method, and is essentially a two-stage operation, 
the needle reaching the cistern in a roundabout manner by way of the 
occiput. 

Owing to its relative safety and simplicity, the innovation achieved 
immediate success. Favorable reports on its use in numerous large 
clinics soon made their appearance. A host of observers published 
scores of papers dealing with every conceivable phase of the subject, 
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and the literature, already voluminous, continues to flourish. In a 
word, cistern puncture has at last arrived! 

Originally proposed as an occasional substitute for lumbar puncture, 
the new procedure has gradually usurped the place of the older sister, 
until today it is recommended as the method of choice for obtaining 
spinal fluid. 

From Germany, cistern puncture has once more been transplanted 
to America, and bids fair to repeat on the new soil its triumphant 
European career. It is already employed in a number of clinics, and 
is being discussed with increasing frequency at medical gatherings. 

Dr. Leo Spiegel is entitled to the credit of being the American pioneer 
propagandist in the cause. of cistern puncture. He has been indefati- 
gable in his efforts to acquaint the profession with the value and the 
technical simplicity of the procedure. He has also designed a special 
needle which embodies several improvements on the older types and 
contributes to the facility and safety of the operation. 

In cistern puncture, the neurologist and the syphilologist possess 
a simple and reliable aid to the diagnosis, prognosis and intelligent treat- 
ment of syphilis. In experienced hands, the operation is declared 
to be as safe as lumbar puncture, while its almost complete freedom 
from disagreeable or serious after-effects makes it a formidable rival 
of the latter. The patient does not suffer and is not laid up. These 
inestimable advantages rob the spinal test of all its former terrors. 

Let it be said at the outset that no one is entitled to the privilege of 
performing a cistern puncture on a patient before serving a painstaking 
apprenticeship on the cadaver. Only after acquiring the necessary 
“feel” of bone and ligament and resistance to passage of the needle 
point is one qualified to operate on the living subject. Practice on the 
cadaver is also the most efficient means of emancipation from the “fear 
mentioned before. It should be one’s aim to diversify the 


’ 


complex’ 
pathologic material and to tap all sorts and conditions of corpses, young 
and old, lean and fat, in order to become familiar with the considerable 
individual differences in the density of the soft parts, and in the relative 
position and configuration of the bony landmarks. 

Craniometric studies made on a large number of skulls have dis- 
closed wide variations in the angle at which the occiput slopes toward 
the foramen, in the degree of convexity of the squamous portion and 
in the distance from the external occipital protuberance to the foramen. 
Familiarity with these fluctuations comes with experience and contributes 
to the success of the puncture. The untrained or careless operator can 


cause irreparable damage, but here, as elsewhere, abuse is not a valid 


argument against use. 
In the following pages, the Eskuchen indirect technic will be dealt 
with in detail. It is the favorite method and has stood the test of 
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experience. The instrument is the Spiegel needle already mentioned. 
It is made in two lengths, 6 and 8 cm., and is provided with a guard 
for the index and middle fingers (fig. 2). The longer size is required 
for persons with very fat necks. Incidentally, it is also an excellent 
instrument for lumbar puncture. 


ESKUCHEN METHOD 


The patient may be sitting up or lying on one side; each position has its 
advantages and its drawbacks. The upright attitude offers clearer landmarks, but 
it requires an assistant to hold the head flexed and the use of a syringe to aspirate 
the fluid, as there is usually no flow after a successful puncture, owing to negative 
pressure in the cistern. The recumbent position allows one to dispense with 
assistance and aspiration, the fluid flowing freely because of the positive pressure 
inside the punctured cavity. In spite of the somewhat greater difficulty of keep- 
ing the instrument in the median plane, the consensus of expert opinion favors the 
horizontal position. 

Scrupulous asepsis of the needle, the hands and the field of operation is, of 
course, the first indispensable condition. Painting the nape of the neck with tincture 
of iodine is sufficient. The stain may afterward be removed with ammonia water or 
a solution of sodium thiosulphate. 





Fig. 2.—Needle, 19 gage steel made in two lengths, 6 and 8 cm. Guard placed 
at end of needle proper. 


The patient lies on the right side, with the head moderately flexed and resting 
on a small hard pillow, which must be high enough to impart to the cervical spine 
a perfectly horizontal position. | Moreover, the head itself should lie at right angles to 
the spine, or, as some express it, the cervical vertebrae, and the external occipital 
protuberance should form one straight line. Attention to these seemingly pedantic 
details may mean the difference between success and failure, since any considerable 
deviation from the “square” position will impart a wrong bias to the needle. 
Extreme flexion of the head is likewise to be avoided, as it tends to efface the 
osseous landmarks, though some degree of inclination is needed in order to put 
the atlanto-occipital membrane on the stretch. 

With these preliminary requirements fulfilled, the operator is ready to proceed 
to the actual puncture. Placing the left index finger on the external occipital 
protuberance, he palpates downward in the middle line, closely hugging the occiput, 
until the fingertip reaches the deepest depression. Immediately behind this spot 
will usually be found the spine of the axis, which is the first essential bony land- 
mark. About 0.5 cm. above it, the needle is inserted, pointing in the approximate 
direction of the outer end of the eyebrow (Spiegel). 

No exact instructions can be given in this particular, as the proper direction of 
the needle will vary considerably with the degree of flexion of the head. For 
example, if the head is bent very slightly, the needle will have to be directed toward 
the eyebrow; on the other hand, with the head in extreme flexion and the chin 
resting on the chest, the needle will point proportionately higher. It will thus be 
readily seen that the imaginary prolongation of the instrument must describe an 
arc of several centimeters, corresponding to the degree of inclination of the head. 
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For this reason, Eskuchen himself does not specify any external landmarks 
for directing the needle, beyond the mere statement that it should be aimed at the 
place where one expects to find the end of the occiput. Wartenberg tries to 
be more explicit, by giving the position of the instrument at the end of the 
operation. According to his observations, an imaginary prolongation of the 
needle, after it has reached the cistern, will pass between the eyebrows, or from 
2 to 3 cm. higher. He advises the operator to bear this terminal position in mind 
at the beginning of the puncture, and to be guided by it in choosing the right 
direction. When in doubt, he thinks it is better to aim a little higher, in order not 
to fall short of the occiput. Eskuchen also prefers to “reach the bone too soon 
rather than miss it altogether.” 

To the novice all these instructions may seem confusing, but experience will soon 
enable him to find his way without difficulty. 

Puncture of the skin often meets with considerable resistance and should be 
made with a quick thrust, at the same time “holding back” in order to avoid a 
sudden plunge forward. After passing the skin, the needle, advancing strictly in 
the middle line and in the direction just detailed, will soon encounter a bony 
obstacle, which is the squamous portion of the occiput. 

The objective of the needle is the posterior edge of the foramen magnum. This 
second and extremely important bony landmark is called the point of orientation, 
because it serves as a guide-post for the next and final phase in the entire pro- 
cedure, namely, the perforation of the fibrous atlanto-occipital membrane, which is 
all that now intervenes between the needle and the fluid in the cistern. Not always 
can this point on the edge of the foramen be reached at the first attempt. More 
frequently the instrument will impinge on the bony area above the edge, and it 
then becomes necessary to feel one’s way along the occiput toward the foramen, 
by tapping the bone lightly with the needle, after the manner of a blind man’s 
staff, at each tap lifting the handle slightly and thus lowering the point. This 
manipulation soon brings the needle down to the foramen, and the exact place on 
its edge where the tapping instrument slips off the bone and meets the elastic 
resistance of the ligament below is the point of orientation. Here the atlanto- 
occipital membrane is attached to the bone, and here the conditions for obtaining 
fluid are most favorable, as the cistern is at its deepest about this level. 

Should it happen that the needle in its first advance has fallen short of the 
occiput, the point is raised by lowering the handle, and the groping is continued 
upward until the bony edge is located. 

The point of orientation is the crux of the entire Eskuchen method, and it must 
be felt in every instance before proceeding further. 

With the needle at the point of orientation, the operator raises the handle of 
the instrument in order to lower its point, removes the stylet and again advances 
very slowly and cautiously for a distance varying from 0.5 to 1.5 cm. The latter 
figure must not be exceeded, for it marks the outer limit of safety. Usually, the 
lumen of the cistern is reached sooner, sometimes after going forward a few milli- 
meters. As the needle enters the cavity, there is a characteristic muscular sensa- 
tion of resistance suddenly giving way, and almost immediately fluid appears at the 
hub. Sometimes this feeling of “give” is absent; hence the wisdom of removing 
the stylet in order not to “overpass.” 


With the flow of the clear liquid, the operation is completed (fig. 1). 
It has consumed only a minute or two in the actual performance, in 
striking contrast to the lengthy recital of the technical minutiae. 
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The distance traversed by the needle from skin to cistern varies 
in adults within the widest limits, from a minimum of 2.5 or 3 em. 
in persons with a very thin neck, to a maximum of 8 cm. in the bull- 
necked type of person, the average being from 3.5 to 5 cm. 

It now remains only to collect the requisite amount of fluid, after dis- 
carding the first few drops, and quickly withdraw the needle, while the 
left hand holds back the skin. The site of puncture needs no further 
attention, unless one wishes to seal it with collodion. 

The: patient is at once permitted to sit up, in order to restore the 
negative pressure in the cistern, which is probably a factor in preventing 
leakage into the tissues. For this reason, most surgeons advise against 
lying down soon after puncture, though some, notably Eskuchen, keep 
their patients in bed for twenty-four hours. 

The quantity of fluid removed will vary greatly according to the 
object in view. While 5 cc. may suffice for routine laboratory tests, 
50 cc. has been allowed to drain out without any untoward effects. 

The successive steps in the indirect technic of cistern puncture may 
be recapitulated as follows: (1) proper position of the patient; (2) 
palpation of the axis; (3) insertion of the needle above the spine 
of the axis, directing it toward the end of the eyebrow or a trifle 
higher ; (4) location of the point of orientation, and (5) perforation of 
the atlanto-occipital membrane. Finally, the importance of steering the 
needle in the median plane should again be emphasized. There must 
be no lateral deviation, if injury to important nerves and vessels lying 
on either side is to be avoided. 


ACCIDENTS 


The relative safety of cistern puncture is attested by the remarkably 
small number of serious accidents. In a survey of 10,000 punctures, 
Memmesheimer found seven fatalities, most of which occurred during 
the early period in the history of the procedure. 

In order to bring home the possibility of injuring the medulla, 
it is only necessary to state the dimensions of the cistern. While its 
width or transverse diameter may reach the maximum of 7 cm., the 
depth is variously estimated at from 0.25 to 2 cm., the average being 
1.5 cm. Hence, Ayer, Nonne and others warned against introducing 
more than 0.5 cm. of the needle within the cavity of the cistern. If 
this precaution is observed, no harm can result even from movements of 
the head, as Ayer has shown experimentally on cadavers. 

It may be fitly noted at this juncture that grave accidents can occur 
only during the second stage of the operation, while the needle is pene- 
trating the atlanto-occipital membrane, or in its further advance. The 
passage through the skin and subcutaneous tissues, on the other hand, 
is entirely free from adverse possibilities. 
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Among the minor mishaps may be mentioned pain in the face, due 
to slight trauma of the fifth nerve; pain in the arm or leg, due to 
nerve injury by the deviated needle, and peculiar twitching sensations 
caused by irritation of the medulla, which cease promptly on the with- 
drawal of the needle. Disturbances of the sense of taste and various 
other paresthesias have also been observed. Now and then the patient 
feels an “electric shock” as the dura is pierced (Spiegel). 

Actual injury of the medulla may give rise to more serious and 
alarming results, such as vomiting, nystagmus, facial paralysis, lividity, 
dilated pupils, thready pulse and cessation of breathing. In the few 
cases reported, complete recovery took place within a short time. 
Stimulants and artificial respiration may be required. The injection 
of lobelin has also been recommended. Collapse has usually occurred 
in patients with spinal tumors, and, though not fatal, suggests a more 
judicious selection of cases for puncture. 

The surprising fact deserves mention that injury to the medulla 


may take place without any clinical evidence whatsoever. This possibility 


is vouched for by Peiper and by Memmesheimer. 

The injury of an epidural vein or a sinus usually results in slight 
bleeding and is not followed by any ill effects. Hemorrhage can become 
dangerous only when it takes place into the cistern. In general, it may 
be said that in cistern puncture, as in lumbar puncture, bloody taps 
constitute evidence of faulty technic; either the needle has been allowed 
to deviate laterally, or repeated punctures have been made without the 
stylet. 

It is interesting to note that blood from an injured vessel may fill 
the hollow needle before the cistern is reached ; the first drops of spinal 
fluid will then be more or less blood-tinged, while the later flow will 
become clear, showing that the liquid within has not been contaminated. 
For this reason, some observers do not consider the appearance of 
blood as a signal for desisting; on the contrary, they complete the 
puncture by passing through the damaged vein or sinus into the cistern. 
Of course, if the stylet has been left in place, blood cannot enter the 
needle, and the fluid comes through clear, provided no bleeding has 
occurred into the cistern. 

For the sake of completeness, the rare accident of a broken needle, 
necessitating surgical removal, may here be catalogued. 


AFTER-EFFECTS 
The after-effects of cistern puncture are, generally speaking, con- 
spicuous by their absence. There may, however, be some stiffness of the 
neck, nausea or vomiting, slight rise of temperature and mild head- 
ache. All these are insignificant and transient, assuming, of course, 
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that the operation has been technically faultless; otherwise, the sub- 
sequent history may not turn out so uneventful. 

When this brief list of harmless sequelae is compared with the 
stormy “after-pains,” particularly the violent headaches so commonly 
seen after lumbar puncture, the superiority of the new procedure can- 
not fail to be impressive. 


CONTRAINDICATIONS 


In regard to contraindications not much need be said. The classic 
one here, as in lumbar puncture, is “increased intracranial pressure, in 
which the brainstem is forced down into the foramen magnum, par- 
tially obliterating the cistern” (Stokes). This condition would be 
indicated by the presence of a choked disk—hence the importance of 
examining the eyes in doubtful cases. At both extremes of life it is 
inadvisable to perform cistern puncture; in childhood, because lumbar 
puncture is fairly easy and free from il! effects; in old age, because 
arteriosclerosis with its tortuous vessels adds to the danger of injury 
and hemorrhage. 

Cistern puncture is sometimes rendered difficult or impossible by 
pathologic processes and by deformities in the region of the neck. In 
particular, the scars left behind by large furuncles constitute a formi- 
dable obstacle to the passage of the needle. All these and similar 
abnormal conditions that are likely to make the cistern inaccessible may 
serve as contraindications to puncture. 


CONCLUSION 
1. Cistern puncture is a safe method of obtaining spinal fluid. 
2. The after-effects are notably few and insignificant in comparison 
with those of lumbar puncture. 
3. Cistern puncture is likely to usurp the place of lumbar puncture, 
mainly because it can be performed on the ambulatory patient. 





AMYCOTIC DERMATOSES SIMULATING RINGWORM 
AND EROSIO INTERDIGITALIS BLASTOMYCETICA * 


JAMES HERBERT MITCHELL, M.D. 


CHICAGO 


Dermatomycoses have attracted so much attention during the past 
fifteen years, and their characteristics are so readily recognized that 
many Clinicians do not hesitate to make a diagnosis without the aid of 
either the microscope or the culture tube. Failure to demonstrate the 
fungus by either one or both of these diagnostic aids does not, according 
to some, invalidate the diagnosis. Thus, Stauffer + described in great 
detail a case of eczematoid and furunculoid trichophytid, but dismissed 
the question of the causative fungus by saying that all cultures were 
negative. No mention is made of microscopic observations of the 
original lesion. There were, no doubt, excellent reasons for believing 
the case to be of mycotic origin ; however, this illustrates the tendency to 
regard the demonstration of the fungus as of minor importance in the 
record. 

In our early work on the dermatomycoses, Dr. Ormsby and I? 
made it a rule to accept as mycotic only those cases in which a fungus 
could be found. During the course of developing the microscopic 
technic, many hours were spent on some cases in fruitless search. Later, 
when we became more familiar with the clinical appearances and selec- 
tion of material, our technic improved to such a degree that, failing 
to find the fungus within a reasonable time, we were led to conclude 
that the dermatosis was not mycotic. Our conclusions thus arrived at 
were repeatedly justified by the course and response to treatment of 
the various lesions studied. 

My purpose in this paper is to call attention to a series of cases in 
which lesions were presented that simulated ringworm infection and 
erosio interdigitalis blastomycetica, but in which a fungus could not 
be found. Some of the lesions may not be acknowledged by experienced 
clinicians as even resembling ringworm, whereas other lesions of this 
group will probably call forth emphatic insistence that they are ring- 
worm, and that I have failed to demonstrate the organism. My answer 
to such insistence is that I have no proof to offer other than negative 
mycotic results. 


* Submitted for publication, July 14, 1928. 

* Read before the Fifty-First Annual Meeting of the American Dermatological 
Association, Washington, D. C., April 30-May 1-2, 1928. 

1. Stauffer, Hans: Arch. f. Dermat. u. Syph. 154:231, 1927. 

2. Ormsby, O. S., and Mitchell, J. H.: Ringworm of the Hands and Feet, 
J. A. M. A. 67:711 (Sept. 2) 1916. 
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The microscopic and cultural demonstrations of the fungi are 
admittedly difficult, laborious and often time-consuming. Negative 
reports cannot be accepted from an inexperienced or impatient worker, 
nor should culture tubes be discarded as negative until weeks have 
elapsed. Sabouraud and Photings* reported a case in which the 
microscopic observations were negative, but after six weeks a growth 
of Trichophyton faviforme ochraceum, one of the slowest growers, was 
obtained. My tubes are kept in view for months in order that they 
may be examined with a minimum of effort and not be forgotten. The 
tissue is examined in the presence of the patient, and, failing to find 
the fungus, as much tissue as may seem necessary is collected for later 
examination. In the doubtful cases, active antiparasitic treatment has 
been withheld pending results. The cultures are likewise made at once, 
after flaming the slide, forceps and knife. When this procedure is 
adhered to, laboratory tramps are rarely encountered. 

Since the epoch-making work of Sabouraud,* there has been a ten- 
dency to regard all dyshidrotic eruptions as mycotic. In 1919, Darier ° 
expressed the opinion that dyshidrosis could be divided into two groups: 
(1) epidermophytosis and (2) occupational dyshidrosiform eruptions. 
I have never been able to accept the idea that all dyshidrotic eruptions 
were mycotic, and in 1922, I * discussed some of the differential points. 
More recently, Alexander,’ after an intensive histologic and clinical 
study of dyshidrosis, arrived at the conclusion that there is a definite 
amycotic disorder having all the characteristics of cheiropompholyx, 
not due, as Tilbury Fox and others have believed, to blocking of the 
sweat ducts, but to a combination of heat, hyperhidrosis and maceration 
of the epidermis. The process, he finds, is eczematoid rather than 
parasitic in its manifestations. 

Bacteria as the causative agents of dyshidrotic eruptions seem to 
have attracted little attention. Rajka,* however, is convinced that 
staphylococci and streptococci may produce such eruptions, and he 
describes in detail a group of six cases. In his series, the dyshidrosiform, 
symmetrical eruption was usually preceded by an impetiginous lesion. 
The vesicles, which were sterile at first, became infected in the course 
of from one to three days and contained pus cells. He was unable 
to determine the pathogenesis of the symmetrical outbreak. The con- 


3. Sabouraud, R., and Photings: Bull. Soc. frang. de dermat. et syph., February, 
1928, p. 118. 

4. Sabouraud, R.: Ann. de. dermat. et syph. 5:289, 1910. 

5. Darier, J.: Lancet 2:578, 1919. 

6. Mitchell, J. H.: Further Studies on Ringworm of the Hands and Feet, 
Arch. Dermat. & Syph. 5:174 (Feb.) 1922. 

7. Alexander, A.: Dermat. Ztschr. 50:185, 1927. 

8. Rajka: Arch. f. Dermat. u. Syph. 143:204, 1923. 
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dition might be allergic, he thought, or a hematogenous dissemination 
either of the organisms or of their toxins. Rajka concluded that there 
are three forms of dyshidrosis: mycotic, microbic and nonparasitic. 
He stated the belief, however, that further study might lead to the 
placing of many of the cases of the third group into one or the other 
of the first two groups. 

In general, the nonmycotic lesion in the group of cases that I am call- 
ing attention to does not resemble dyshidrosis. The lesion is more super- 
ficial than ringworm, and is not characterized by a deep-seated vesicle 
as is the mycotic infection. The lesion usually has a well defined 
advancing border, but the individual element is a minute, yellow, serous 
plug rather than a deep-seated vesicle. There is less variation in the 











Fig. 1 (case 1).—The patient was a candy maker. A similar lesion to the one 
shown on the palm appeared formerly on the palm of the right hand. 


components of the lesion than in ringworm. The coexistence of pustular 
lesions elsewhere on the body is a fairly constant feature of all of this 
group of cases. Thus in case 2, pyogenic, follicular, eczematoid der- 
matitis lesions occurred in extensive patches on the dorsal surface of 
the hands and on the forearm. One patch can be seen on the index 
finger. The same was true of the condition in case 3. A history of 


turunculosis is common, and in case 6 the patient had a series of twenty- 


five boils before and after coming under observation. The great toe 
is seen bandaged because of a severe pustular paronychia. The patient 
in case 7 was under observation for three years. The eruption was 


























? 


Fig. 2 (case 1).—The same patient as in case 1. The lesion occurred three 


months after that shown in figure 1. 


There is a simulation of erosio interdigitalis, 


but the eruption occurs in the second instead of the usual third interspace. There 
was rapid clearing of the condition with treatment. 














Fig. 3 (case 2)—The patient was an adolescent girl. The dorsum of the hand 


is covered with eczematoid dermatitis of pyogenic origin. 
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bilaterally symmetrical and was associated with a mild pustular follicu- 
litis on the dorsal surfaces. The onset followed washing clothing for 
an infant, and the lesions cleared up in ten days with no more treatment 
than soothing applications and keeping the hands out of water. In 
case 8, the patient presented a pustular paronchyia of the fingernail 
of the middle finger of the left hand. The lesions on the dorsum of 
the finger were superficial, yellowish, serous accumulations rather than 
vesicles, with areas of exfoliation. Before coming under observation, 


the patient had been treated for some time with Whitfield’s ointment, 




















Fig. 4 (case 3).—The patient was a young man. Pustular folliculitis is shown 
on the dorsum of the thumb. 


and the disease had grown worse. The use of potassium permanganate 
fomentations brought about rapid improvement, and the patient was 
not seen for two months. When he returned, the fingernails of the 
index and ring fingers were involved, and the mycotic-like lesions were 
limited to an area on the interdigital surface of the index finger. The 
recurrent lesions responded rapidly to treatment with potassium per- 
manganate and quartz light. 

Simulation of erosio interdigitalis lesions as well as ringworm also 
occurs. In case 1 (fig. 2) the lesion developed in the second rather than 
in the customary third interspace, but the resemblance was striking on 

















Fig. 5 (case 4).—The patient, an adolescent girl, had a condition of two weeks’ 
duration. It cleared in one week with applications of potassium permanganate. All 
available tissue was removed for culture. Excoriations thus made are seen in the 
illustration. 











Fig. 6 (case 5).—The patient was a pupil nurse. Acne and scattered follicular 


pustules coexisted. 
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casual examination. The lesion was less macerated, and the yellowish 
serous lesions characteristic of this series were seen in the border. 
The patient in case 10 presented, in the third and fourth interspaces, 
lesions that resembled true erosio interdigitalis even more than did the 

















Fig. 7 (case 6).—The patient was a young, sanitary engineer. The condition 
had its onset on the hands while he was working with the sewage. A series of 
furuncles coexisted. The great toe was in a wet compress for pustular paronychia. 
The lesion on the hand is shown in figure 8. 


Fig. 8 (case 6)—A well defined lesion with advancing border on the inter- 
digital surface of the middle finger. 


condition in case 9. But the yeastlike organisms were not found in 


the tissue, the cultures were negative, and the lesions rapidly cleared 


up under treatment with potassium permanganate. Figure 12 shows 
single and double lesions of true erosio interdigitalis. 




















Fig. 9 (case 7).—The patient was psoriatic. The eruption was bilaterally 
symmetrical and had a rapid onset after beginning the daily washing of infants’ 
clothing. Excoriations are due to the removal of tissue for culture. 














Fig. 10 (case 8).—The patient, a tailor, was treated for some time with Whit- 
field’s ointment before coming under observation. Ten days elapsed before first 


cultures were made. Paronychia may be noted on the middle finger. 
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ETIOLOGY 
No attempt is made to explain the causation of these dermatoses 
other than to say that the absence of demonstrable fungi and the 
association of the lesions with obvious pyogenic dermatoses suggest 











Fig. 11 (case 8).—A recurrence of the condition shown in figure 10 is seen. 
Paronychia involves the index and ring fingers. The lesions are now limited to 
the interdigital surface of the index finger. 








Fig. 12 (case 9).—Simulation of double erosio interdigitalis. Microscopic and 
cultural observations were negative for fungi. Rapid and complete healing of the 
condition occurred. 


the possibility that some of these dermatoses may likewise be of pyogenic 


origin. I am inclined to believe that fungi which are so few in number 
as to escape detection by intensive efforts of an experienced technician 
are not capable of exciting cutaneous lesions of the type under dis- 
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cussion. The injection of some trichophytin preparation is obviously 
called for as a diagnostic aid, and an attempt will be made to carry 
out the technic in the future. 

Cultivation of staphylococci and streptococci from skin lesions is 
of no significance. Haxthausen * has made use of the restraining power 
of crystal violet on staphylococci for the purpose of growing strepto- 
cocci from both normal and diseased skin. As a method has not 
been found for differentiating the pathogenic from the nonpathogenic 
streptococci, he was obliged to depend on the numbers of the colonies 
developed as an indication of the probable pathogenicity. He found 
by his method only 7.7 per cent of normal skins giving positive culture, 
whereas by the Sabouraud method, Photings '° obtained positive results 
in 64 per cent of cases. The presence of staphylococci, of course, was 
a constant observation. 

In my series of cases, Staphylococcus aureus was frequently grown 
in pure culture on Sabouraud medium. The growth of staphylococci 
in these cases proves nothing. The absence of fungi, however, to me 
is significant. As my sole object in the past has been to demonstrate 
the presence or absence of fungi, no work has been done with the 
bacterial cultures. This offers a fruitful field for further work. 


ABSTRACT OF DISCUSSION 


ProFessor Briocu, Zurich: I agree with Dr. Mitchell when he says in his 
interesting paper that the cultivation of staphylococci and streptococci does not 
mean anything when they are cultivated from normal, or especially from patho- 
logic skins. When we ask the cause of the skin disease on the hand, which has 
been described by Dr. Mitchell, and which we see rather frequently in our coun- 
try, several things must be considered. First I will mention the following: 
Concerning the type, as you know, a pupil of Sabouraud’s stated some years ago 
in a noteworthy publication in the Annales, that there exist three forms: the true 
dyshidrosis of the type of Tilbury Fox, the mycotic form caused by fungi and the 
type that belongs to the dermatitis arteficialis eczematosa. To these I can add 
a fourth form. Among our patients we see frequently cases of mycoses of the 
feet, and we always find fungi in these cases, by both microscopic examination 
and culture, sometimes Epidermophyton and sometimes other fungi such as 7ri- 
chophyton. We observe often, in the same patient, lesions of dyshidrosis on the 
hands, but in these lesions of the hands only exceptionally are the same fungi 
found in the lesions of the feet. Therefore, the lesions on the hands 
cannot have the same pathogenesis as those of the feet, because naturally the 
negative observations on the fungus cannot be due to technical errors; we can 
cultivate fungi from the feet and not from the hand in the same patient. I have 
observed some cases, the report of which will be published in the Dermatologische 
Zeitschrift, in which we could make the statement that these sterile lesions of the 
hands were trichophytids. When we inject Trichophyton into these patients, the 
lesions of the hands become inflammatory and give a distinct focal reaction. Some 
of the pictures shown by Dr. Mitchell in the first series remind me of these cases. 
As far as the other pictures are concerned, I am more inclined to regard them as 


9. Haxthausen: Ann. de dermat. et syph. 8:201 (April) 1927. 
10. Photings: Bull. Soc. franc. de dermat. et syph., 1927, July, p. 194. 
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special forms of artificial dermatitis of eczematous type, the pathogenesis of which 
could probably be found by using my method of functional skin tests in eczema. 
Dr. CHARLES M. Writitams, New York: I enjoyed Dr. Mitchell’s paper, 
and think we have all been through exactly the same experience of searching for 
fungi, and not finding them, in cases in which the condition looks as though it 
might be tinea of the hands. When these patients come to my office, I make no 


scraping from the hand, but look at the feet immediately, and often am able to 


secure organisms from the feet, whereas there are none in the lesions of the 
hands. We are uncertain as to the cause, but we never classify the cases as tinea 
unless we can find the organism. Many of the eruptions are doubtless due to 
external irritation. 

I was glad to hear Dr. Bloch’s remarks, because three years ago I reported 
before this organization two cases of trichophytid from tinea of the glabrous 
skin. Two years ago I stated that we did not find the micro-organisms in the 
hands because they were not there. We thought it was an eruption occurring 
on the feet primarily and that the hands were affected secondarily. I would like 
to know if Dr. Mitchell examined the feet and what he found there. 

Another thing that struck me was that most of the patients recover under the 
most benign treatment. I would like to know what Dr. Mitchell did. I have 
discovered that many of the patients with the severest forms of tinea of the feet 
recover promptly under treatment with dressings of boric acid, but I do not think 
the boric acid had anything to do with it. I believe that keeping out the air 
was what did the work. 

To me the most important thing in Dr. Mitchell's paper is that in many cases 
it is absolutely impossible, from the clinical appearance, to assign the cause. 
Absolutely identical lesions can be produced by yeast and by Epidermophyton. 1 
recall one instance in which in the same family I recovered mycelia from one 
member, and the daughter had what appeared to be intertrigo on the thighs and 
groins. All sorts of soothing treatment had been used without effect, but recov- 
ery occurred in a week under applications of tincture of iodine. 

Dr. CHARLES J. WuiITeE, Boston: I was struck with the frequency with which 
Dr. Mitchell cured these patients with simple applications, and would like to 
know what applications he used. This ease of cure seems to prove that the dis- 
ease is not mycotic, but I do not see the rationale of this easy cure. 

Dr. JAMES HERBERT MITCHELL, Chicago: If I succeeded in calling atten- 
tion to the possibility of these cases not being fungus infections I think I accom- 
plished all I set out to do. The group includes cases of a sugar dermatitis, 
occupational dermatoses and other conditions which I am not able to classify. 
Being constantly on the lookout for fungus infections, I was seeking them solely. 
I have nothing to offer as to the causative factor. The skin test, as Dr. Bloch 
said, would be interesting. I have not had any difficulty in finding the fungus in 
the hands as compared with the feet, in those cases in which the condition seems 
to be mycotic. Even in cases of keratolysis exfoliativa described by Wende, I 
have found the fungi repeatedly and have grown them. 

As to trycophytid, these dermatoses were symmetrical. The lesions were 
localized as mycotic infections are, but in many of the patients the feet were not 
involved. I see no reason for assuming that because there is a mycotic infection 
of the feet, a coexisting dermatosis on the hand must also be mycotic. 

The reason I did not use the fungicides was that whenever one applies Whit- 
field’s ointment, subsequent cultures for weeks afterward are negative and, there- 
fore, without value. In my experience we cannot grow fungi or even 
staphylococci after the use of Whitfield’s ointment. I have not been so fortunate 





670 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


in treating patients with ringworm infections as some of my colleagues. I think 
[ am having more and more difficulty and know less and less about it, or per- 
haps I am getting more severe cases than formerly. I do not pretend to be able 
to determine by inspection what is mycotic and what is not, and the only way 
this can be determined is by making strenuous efforts to find out whether they 
are mycotic. 

Regarding the treatment, I used a simple thing which has been helpful in many 
instances; namely, weak solutions (1: 3,000) of potassium permanganate. This 
will benefit some of the patients with fungus infections, particularly in the acute 
vesicular type, and will not interfere with cultures. In some yeastlike infections 
this preparation works well, and in others it does not work at all. 

As to the causative agent, I wish it distinctly understood that I am not advancing 
any one etiologic factor. I wish to find out whether or not we can depend on 
our microscopic and cultural technic. As I have done all the work on these cases 
myself, no one else is to blame for my failure to find fungi. 





Clinical Notes 


LICHEN PLANUS IN AN INFANT LESS THAN 
SIX MONTHS OLD 


WILLIAM ALLEN Pusey, M.D., CHIcaco 


A girl, aged 9 months, had an eruption which her mother said began at the 
age of 3 weeks. There had been remissions and exacerbations from that time 
until the child was brought to me. At the time that I first saw the patient, there 
was a characteristic eruption of lichen planus on the arms, forearms and hands, 








Over the knees there are some typical, rather large lichen planus papules. 
Most of the other lesions showing in the picture are subsiding, slightly elevated, 
purplish lesions or brown pigmented spots. 


on the back and on the legs and knees. The lesions were the typical eruption of a 
rather active lichen planus. Some of the papules occurred as isolated lesions; 
others were arranged in lines and others in patches up to the size of a coin or larger. 
On the back and arms, the lesions were intensely violaceous, and receding lesions 
were deeply pigmented. The eruption was pruritic; the mucous membranes were 
not involved, and there was no febrile disturbance. The only peculiarity about the 
lesions were their large size and their appearance in rather rapidly developing 
crops, which receded as rapidly. Under simple palliative treatment, the lesions 
had subsided considerably when I saw the patient the second time, after an interval 
of ten days. I have not seen her since. 
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In morphology, color, pigmentation and arrangement of the lesions, the patient 
had a characteristic case of lichen planus. The child was healthy, and the history 
was uneventful. There was nothing to suggest syphilis or tuberculosis. 

The case is interesting, of course, only because of the age of the patient. [ 
believe this report concerns the youngest patient whose case has ever been pub- 
lished. In some of the earlier cases, the diagnosis has been questioned. However, 
in a case reported by Stowers the child was 10 months of age. Galloway had a 
patient who was 15 months; Duckworth, one who was 18 months; Hallopeau, 
one who was 12 months, and Kaposi, one who was 8 months. Recently, Petges 
reported ten cases of lichen planus in children, the youngest of his patients being 
6% months old; this, I believe, is the youngest child whose case had been reported 
heretofore. If the history in this case is to be accepted—and, in my opinion, the 
mother was a credible witness—this case carries the beginning of lichen planus back 
practically to the first month of infancy. 
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Obituaries 


PAUL GERSON UNNA, M.D. 
1850-1929 

With the death of Prof. Paul Gerson Unna on Jan. 29, 1929, a 
long life devoted ardently, faithfully and uninterruptedly to the study 
of dermatology came to an end. For more than half a century he held 
a prominent, in some respects preeminent, place in the chosen field of 
his life work. In the fierce rivalries which characterize the German 
academic career, his brilliant and original contributions made him for 
many decades the target of harsh criticism and, at times, even vitupera- 
tion, but he went his way undeterred by misunderstanding and hostility, 
and had the satisfaction in the end of seeing most of his views accepted, 
even by those who had violently opposed them. He possessed in the 
highest degree an “infinite capacity for taking pains,” and also that 
other attribute of genius, a scientific imagination, without which the 
worker remains merely a plodder. 

Paul Gerson Unna was born in Hamburg on Sept. 8, 1850, the son 
of a physician. His mother, Ida Gerson, a highly gifted woman, was 
the daughter of a physician in whose ancestry for 200 years there was a 
physician in every generation. 

Young Unna attended the classical gymnasium of his native city, 
but unhappy over the narrow range of his studies, sought and obtained 
permission to absent himself for a year to attend a junior scientific 
school, where he devoted himself mainly to chemistry and mathematics. 
At the end of a year, he returned to the gymnasium, going on and gradu- 
ating with his former class. In the spring of 1870, he began his medical 
studies at the ancient University of Heidelberg. When the war with 
France broke out that summer, Unna volunteered his services. After a 
short course of military training, he joined the army in France, where 
he was severely wounded in the thigh and nearly lost his life from hem- 
orrhage. It is interesting to note that the pension granted him by his 
government was devoted in later years to prizes for dermatologic 
research. At the close of the war Unna spent a year in study at Leipzig 
and then entered the University of Strassburg, where the imperial gov- 
ernment had assembled a faculty of extraordinary brilliance. Among 
Unna’s teachers there were Waldeyer, von Recklinghausen, Hoppe- 
Seyler and Schmiedeberg. Waldever especially attracted Unna, and 
when he passed his final examinations in 1875 he chose, at Waldeyer’s 
suggestion, as the subject of his Doctor’s dissertation the embryology of 
the skin. In this work he made use of new staining methods, notably 
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picrocarmine and osmic acid, and arrived at new and striking results. 
To his dismay, the dissertation was rejected by von Recklinghausen who 
found it improper to base scientific conclusions on staining reactions! 
The work was finally accepted against von Recklinghausen’s opposition 
and later formed the basis of Unna’s classic article on embryology and 
anatomy of the skin in Ziemssen’s encyclopedic work on special pathology 
and therapy. It must be recorded that most of Unna’s conclusions were 
subsequently corroborated by Ranvier, Kolliker and others, and stand 
today as the basis of our knowledge in this field. 

On returning to Hamburg, Unna received an appointment as assis- 
tant in the General Hospital; while waiting to enter on his duties, he 
journeyed to Vienna where the medical faculty was then at the height 
of its glory, to spend a few months in general medical work. Here he 
was particularly attracted by the unequaled clinical skill of Hebra and 
the brilliant analytic talent of Auspitz. With the latter, he undertook a 
study of the histology of the initial sclerosis. Returning to Hamburg, he 
served for two years as assistant in the St. George Hospital, and then 
for six years assisted his father in a large general practice. During this 
period, he finished several articles for the Archiv fiir Dermatologie. In 
1881, he carried out a plan which had long occupied his thoughts and 
established a small private hospital for dermatologic cases. Within a 
couple of years, this modest establishment proved wholly inadequate 
for the growth of his special practice, and in 1883 he purchased a hand- 
some plot of land in Eimsbittel, a suburb of Hamburg, where he 
erected a suitable building for a hospital and gradually added other 
structures to serve as his private residence, a laboratory, a residence for 
his assistants, a library building, etc. 

At the medical congress in Copenhageu in 1884, Unna made the 
acquaintance of the eminent Norwegian dermatologists, Boeck, Danielsen 
and Hansen, and accompanied the latter on a visit to several Norwegian 
leproseries. The interest aroused in the subject of leprosy led to studies 
on the pathology and therapy of this disease, studies which plunged him 
into a controversy with Neisser and his pupils that continued for more 
than a quarter of a century. Neisser and his followers maintained that 
the large polymorphonuclear cells filled with bacilli were the specific 
lepra cells, while Unna took the view that these were not cells at all 
but clumps of bacilli with their surrounding gloea, the nuclei belonging 
to the adjacent connective tissue cells. 

At a congress of German scientists and physicians in Strassburg, in 
1886, Unna ably seconded Professor Wolf in establishing a section for 
dermatology. At this congress he met Lutz, with whom during the 
succeeding year he worked industriously on staining methods for bac- 
teria, and especially for tubercle and lepra bacilli: A result of this 
work was the discovery of the coccothrix form of the lepra and tubercle 
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bacilli (the iodine-fast granules of the coccothrix are today known as 
Much’s granules), and the development of a special technic, the para- 
rosaniline-iodine method of Unna, whose importance for the theory of 
specific staining has become more evident with the passing years. Unna 
was the first clearly to enunciate the view that specific stains represented 
a kind of chemical reaction between the tissues and the dye—a view 
which in those early days was nothing less than revolutionary.’ 

In 1889, Unna undertook the task of writing the volume on histo- 
pathology of the skin in Orth’s great work on pathology. To this 
end, he made original studies throughout the entire field of dermato- 


pathology, producing a monumental volume of over 1,200 pages (Berlin, 


1894). One of the most important achievements of his researches in 
connection with this work was the discovery of the plasma cell. His 
views on the significance and origin of these cells were violently attacked, 
but today they are recognized, as Unna originally described them, as 
the characteristic cells of all chronic inflammatory processes and as 
derived from connective tissue cells. During this period, he discovered 
and described various other cell forms, foam cells, balloon cells, ete. 

Unna’s growing reputation early led to invitations to attend derma- 
tologic meetings in foreign countries. In 1887, he read a paper at the 
meeting of the British Medical Association in Dublin, where he met 
and ever after enjoyed the friendship of Malcolm Morris, Brooke, 
Colcott Fox and others. From Dublin he came to this country and read 
papers at the meeting of the American Dermatological Association in 
Baltimore, at the International Medical Congress in Washington and 
at the Dermatological Section of the American Medical Association, 
where he presented his paper on seborrheic eczema, a subject which 
again aroused a storm of criticism—but seborrheic eczema is today 
accepted and recognized the world over. 

Another subject on which Unna’s original views became the focus of 
heated controversy was the question of the fat-secreting function of the 
coil (sweat) glands with which he was occupied for many years, begin- 


ning in 1881. This controversy was finally terminated in Unna’s favor 


1. Those were indeed pioneer days in bacteriology and staining methods. In 
the Spring of 1885, I took a course in bacteriology in Wiesbaden under 
Hueppe; it was the only place in the world where the recently devised Koch 
methods could be studied, the Riechsgesuntheitsamt in Berlin not being opened till 
the end of that year. I was the first American to become acquainted with these 
methods. During my stay in Weisbaden, the congress for internal medicine was 
held at which Unna’s paper on the pathology and therapy of lepra was read and 
‘syphilis bacillus.” In the 


‘ 


at which also Lustgarten demonstrated his famous 
summer of that year, I took a course in pathology in Virchow’s laboratory in 
Berlin. We used only material fresh from the postmortem room, cut the sections 
free-hand and employed no stain except iodine. 
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when (1909) he was able to isolate the various skin fats, sebaceous 
gland, coil gland and epidermis, and differentiate them by spectroscopic 
methods. One fruit of the friendships established in these visits was 
the publication of the “International Atlas for Rare Skin Diseases” 
under the editorship of Unna, Malcolm Morris, Leloir and Diuhring. 

It is not possible to enter into a complete account of the extraor- 
dinarily varied and extensive activities of this remarkable man. His 
publications, numbering more than 500 titles and including twenty 
printed volumes, cover every field of dermatology, and, in addition, he 
was the author of addresses and papers on subjects of wide philosophic 
interests. He was the prime mover in the Monist Congress in Hamburg 
in 1911 at which Ostwald, Arrhenius and Jacques Loeb made addresses. 
A great admirer of Darwin, he wrote several papers on the life and 
work of this great biologist. 

In 1882, Unna founded his Monatshefte fiir praktische Dermatol- 
ogie, since 1912 a weekly journal. No publication has done so much 
for the spread of knowledge of our science and for arousing interest in 
dermatology throughout the world. No other journal has been to so 
great an extent a medium of international exchange of ideas in its field. 

The last twenty-five years of his life Unna devoted largely to studies 
on the macrochemistry and microchemistry of the skin. For this work, 
the full significance of which today is not generally appreciated—physi- 
cians are, in general, insufficiently trained in chemical and_ biologic 
methods—he devised and emploved a number of new chemical and tech- 
nical methods. That he enjoyed the esteem and friendship of such men 
as Abderhalden and Ostwald and was invited by Oppenheimer to write 
the volume on the skin in his “Biochemie,” may be taken as some testi- 
mony to the value of this work. The principal results of these studies 
were the discovery of a universal cell albumose (cytose) and an exposi- 
tion of the intimate processes of oxidation and reduction in the cells 
and the storehouses of oxygen in the tissues. 

Unna’s contributions to the therapy of skin diseases have spread 
his fame throughout the world more than his fundamentally more 
important histologic and chemical studies, and are too well known to 
require further mention. It may be worth recording, however, that 
Unna early in his career made a contract with the now famous firm 
of Beiersdorf to the effect that they were to have the control of any 
preparations devised by him, and the only return they were to make 
was to assist him in his experiments with all the technical facilities of 
their laboratories. The proprietors of ichthyol, of pebeco and other 
preparations have made great fortunes out of these ideas of Unna, 
while he himself received no pecuniary return whatever. 

From 1890 on, and especially after the beginning of this century, 
Unna’s clinic was the Mecca of a stream of young dermatologists from 
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all parts of the world. This movement was just beginning when I 
became a member of Unna’s staff in 1889. During that year, there 
were students from England, Australia, Italy, Russia, Switzerland and 
various parts of Germany, spending from three to six months in the 
clinic. Many of these young men subsequently achieved distinction 
in their own countries and occupied teaching positions of importance. 
During this period, prominent dermatologists from all parts of the 
world made brief visits to this center of dermatologic science when 
opportunity made it possible. In 1900, Unna inaugurated a series of 
short intensive courses for dermatologists, which were repeated twice a 


year and briefly covered every branch of practical and theoretical 


dermatology. 

Unna’s success in attracting students from all over the world was 
the more remarkable, as he did not have the prestige of a university 
connection or even the advantages of a large hospital position. When 
Bismark offered him the honorary title of a professorship in the late 
80's, he declined it with a smiling remark that it was not seemly for a 
son of the Free City of Hamburg to accept a title from the imperial 
government. But when, in 1907, the senate of his native city made him 
professor, he accepted the honor. In 1919, the University of Hamburg 
was established, with Unna as professor of dermatology. Dermatologic 
and other learned societies of the whole world elected him to honorary 
membership. One of the last to accord him this distinction was the 
American Dermatological Association (1912), an honor which I know 
he particularly prized. Two years ago, at the meeting of the German 
Dermatological Society, the University of Bonn gave him the honorary 
degree of Doctor of Philosophy. The host of dermatologists present 
on this occasion were deeply moved at the sight of the venerable master 
as he advanced to receive this tardy recognition of the high place he 
occupied in his field of work. 

Unna was somewhat under medium height, and had rather a heavy 
figure, a noble forehead, bright eyes and a full beard. His sedentary 
life may have been the cause of a metabolic disturbance which resulted 
in vesical calculi. At the age of 50, he suffered from prostatic hyper- 
trophy, for which he was operated on in 1911; he thereafter enjoyed 
excellent health to the end of his life. As a student in Heidelberg, he 
met and became engaged to Elizabeth Foerster, the daughter of a univer- 
sity official. They were married in 1876. The fruit of this union was 
four sons and a daughter. One son is a chemist; the others are 
physicians and, since 1907, assistants in their father’s clinic. 

It is obvious that a life so full of work and so extraordinarily 
productive must have been carefully systematized. During my time in 
Hamburg, his routine was: breakfast at 7, followed by the morning 
rounds in the clinic; then the fifteen minute trip to the city, where office 





678 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


patients were seen till noon; then the laboratory visit and discussion 
with the students; dinner at 1:30, followed by a short rest; then the 
afternoon rounds and the laboratory; after supper an hour with the 
‘cello; then study and writing till after midnight. Twice a week, an 
afternoon was devoted to a visit to the policlinic and discussion of cases. 
In later years, after Unna had retired from active practice and manage- 
ment of his clinic, he occupied a small cottage in the suburbs where he 
did his chemical and microscopic work. He acquired the habit of work- 
ing during the night, retiring at 11 o’clock for a few hours’ sleep, then 
working for two or three hours and then again going to bed. 

Aside from his studies of philosophic and broad biologic subjects, he 
lived for dermatology. He rarely visited a theater, he never wasted 
time over a newspaper. His sole outside interest was music. He 
played the violon-cello with more than average skill and rarely missed an 
hour’s daily practice, and on Sunday evening there were delightful trios 
and quartets at his house. 

He was essentially just and kind. I never saw him lose his poise 
nor say a harsh or unkind word to any one. In later years, he was in 
the habit of putting his arm affectionately around the shoulders of a 
friend or favorite pupil as they walked to and fro in his garden discuss- 
ing serious problems. In May, 1928, he suffered a paralytic stroke, 
from which he recovered sufficiently to resume his work and to enjoy 
his beloved ’cello playing. Four days before his death in an attack of 
influenza, he was adding notes to his manuscripts. Two of his latest 
works are now in press: “Staining Methods,” in Jadassohn’s “Hand- 
book” and his “Autobiography” in Grote’s collection. 

The period spanned by Unna’s life marks an epoch in medicine, and 
when the history of dermatology comes to be written, his work will fill 
a large place. 

The portrait accompanying this article was made three years ago. 
It is the last portrait made of him and has heretofore not been 
published. 

S. PoLiitzer. 
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Dr. Francis J. Shepherd of Montreal died on Jan. 18, 1929, in his 
seventy-eighth year. Dr. Shepherd was closely identified for many 
years with the field of dermatology in the United States, and his death 


will be noted with sorrow by his colleagues in this country. 

Dr. Shepherd was primarily an anatomist and surgeon. After 
graduating with high standing from McGill University in 1873, he pre- 
pared for his career by two years of postgraduate work in London, 
Paris and Vienna. During his time in Vienna, he became greatly inter- 
ested in dermatology under the influence of the great Hebra. 

On his return to Montreal, he was made demonstrator of anatomy 
and later, full professor in anatomy, which position he held for thirty 
years. In 1883, he was elected surgeon of the Montreal General Hos- 
pital, and throughout his career was recognized as a foremost surgeon. 
In spite of his major surgical interest he was devoted to dermatology. 
He organized the department of dermatology in the Montreal General 
Hospital and obtained for it a separate clinic in the hospital. 

He was for many years a member of the American Dermatological 
Association and a regular attendant at its meetings. He was a derma- 
tologist of the English school who put his emphasis on essentials and on 
large facts rather than on the minutiae of dermatology. With his broad 
background of knowledge in pathology and surgery as well as in 
dermatology, he was a valuable counselor in dermatologic discussions. 

He died highly honored, with the respect of all men. His death 
removes a sturdy figure from the fields of dermatology and medicine. 





Abstracts from Current Literature 


THE INTRADERMAL TREATMENT OF ARGYRIA. ARTHUR W. STILLIANS and THEODOR: 
KENNETH Lawtess, J. A. M. A. 92:20 (Jan. 5) 1929. 


In old cases of argyria with deep pigmentation, the authors have successfull) 
removed the silver deposits by injecting intradermally a mixture of 1 per cent 
potassium ferricyanide with 6 per cent sodium thiosulphate. The amount of reduc 
tion depends on the rate at which the lymphatics can carry off the reducing agent. 
The solutions must be freshly made up, and an anesthetic is required, for the 
injections are extremely painful. The same solutions given intravenously were 
without effect experimentally in a rabbit. 


THe Low THERAPEUTIC INDEX OF NEOARSPHENAMINE. HENRY A. HAZEN, 
J. A. M. A. 92:696 (March 2) 1929. 


In three cases in the chancre stage of syphilis, the organisms were demonstrated 
forty-eight hours after a dose of neoarsphenamine had been given. This had 
never happened in Hazen’s experience with arsphenamine. He believes that 
neoarsphenamine is less stable than the older product, that it oxidizes too readily 
and that the spirocheticidal powers vary with different lots. 


RATTNER, Chicago. 


A CONTRIBUTION TO THE STUDY OF THE STAPHYLOCOCCI OF THE SKIN. J. F. 
Situ, Brit. J. Dermat. 40:483 (Dec.) 1928. 


Smith investigated the bacterial flora in cultures made from the washings 
taken from the hands of 150 persons, of whom 80 had some pyodermia, or moist 
dermatitis, and 70 an unbroken, not obviously infected skin. Two hundred and 
twenty-five strains were isolated and studied. The investigation revealed that 
among the frequenters of a general hospital in Glasgow, including a few doctors, 
students and nurses, it is uncommon for pyococci to be found on the hands, unless 
the person is suffering from frank pyodermia or has been in contact with those 
so suffering. These exceptions may be regarded as “pyococcus-carriers.” One 
case suggested that sepsis is liable to follow trauma in a “carrier.” He states that 
it follows that in cases of recurrent pyogenic infection of the skin, such as furun- 
culosis, surface antisepsis is more rational than attempts at raising the general 
resistance by means of vaccines, manganese, yeast and the like. Smith has made 
clinical application of these observations in the treatment of his patients. During 
the past six years he has treated fifty-three patients with recurrent boils with local 
antiseptic lotions, and in only five cases has he had to resort to other therapy, 
such as vaccine, the patients in the remaining forty-eight cases responding to local 
treatment alone, or to roentgen treatment which was used in addition in nine 
cases. Any local contributing cause as well as general cause, such as glycosuria, 
must also receive attention. A short summary of the bacteriologic examinaticns 
in the 150 cases studied accompanies the article. 


A New Finsen LAmp FoR LocaAt TREATMENT OF THE SKIN. S. LOMHOLT, 
Brit. J. Dermat. 40:494 (Dec.) 1928. 


Lomholt describes a new type of Finsen lamp that allows permanent centration 
of the whole apparatus during a treatment, without the constant attention of a 
nurse, and has four times the effect on the skin. A photograph of the apparatus 
and diagram accompany the article. 





ABSTRACTS FROM CURRENT LITERATURE 681 


SomME REMARKS ON THE BACTERICIDAL PROPERTIES OF ZINC OxIDE. H. Hax- 
THAUSEN, Brit. J. Dermat. 40:497 (Dec.) 1928. 


Haxthausen discusses the bactericidal qualities of zinc oxide, and believes that 
these qualities are of greater significance than is commonly supposed. His experi- 
ments showed that so far as the two classes of bacteria of most importance in the 
pathologic changes of the skin, namely, staphylococci and streptococci, are con- 
cerned, zinc oxide undoubtedly has an inhibitory effect under certain conditions. 
It also appears that the active substance is an actually bactericidal one, capable of 
diffusion into the surrounding substratum and not limited to the area directly 
covered. The formation of acid is a deciding factor in this bactericidal power, and 
experiments showed that the inhibitory action of zine oxide is considerably 
increased when agar, the reaction of which has an acid tendency, is used instead 
of neutral agar. Haxthausen feels that zinc oxide is valuable both as a therapeutic 
agent in established infections of the skin, and as a prophylactic against secondary 
infection of various diseases of the skin. Although zinc oxide is almost neutral in 
reaction, it is split up by the acid-producing microbes into disinfectant compounds, 
thus limiting its action in some degree to the places in which it is needed. This 
dependence on the presence of acid gives zinc oxide a peculiar position among the 


bactericidal substances. c ay 
WIEN, Chicago. 


A CLINICAL AND BrioLtocic Stupy or AN EprmpemMic or TrRICHOPHYTOSIS DUE TO 
TRICHOPHYTON NivEUM-RaptiAns. P. Ravaut, BAscu and Raseau, Ann. de 
dermat. et syph. 9:923 (Nov.) 1928. 


This study is based on a series of ninety-nine cases among the personnel of a 
public institution. Clinically, the lesions were usually red or brownish-red _ infil- 
trated patches with vesicopustules either situated peripherally or scattered on the 
surface. The disease affected chiefly the uncovered portions. In forty-two cases 
the lesions suggested pityriasis rosea, eczematids, lichen planus, folliculitis and 
similar conditions. Fourteen of these unusual forms are described and illustrated. 
This parasite, therefore, can produce not only the classic forms of cutaneous 
trichophytosis but a diverse array of manifestations so closely simulating other 
diseases that a laboratory examination alone suffices for an exact diagnosis. 

Cultural and biologic studies of Trichophyton niveum-radians are detailed. The 
parasite is easily cultivated from the scales. It produces a toxin which evokes 
dermal reactions in subjects affected with that parasite and even with other 
mycoses. Guinea-pigs are particularly suitable for experimental biologic study of 
this parasite. Inoculation of the organism in this animal produces a skin lesion 
and general immunity. 

The institutional epidemic was studied from the standpoint of its epidemiology. 
The epidemic probably started from a cat. Five per cent of a personnel of 1,000 
were affected. All the patients were females. It was likely that the disease was 
spread by vestments. 

In a few attempts the authors obtained negative results with agglutination and 
complement-fixation tests. In several febrile cases blood cultures were positive. 
Trichophytids of the lichen spinulosus and eczematid types occurred in the series. 

The best therapeutic results were obtained with iodine, salicylic acid and benzoic 
icid. Injections of trichophytin had neither a preventive nor a curative action. 


ScHAMBERG’s DisEAsE. A. Ractnowsk1, Ann. de dermat. et syph. 9:971 (Nov.) 
1928. 


The author gives a short résumé of the previously reported cases of this dis- 


rder and a history of a personally observed case. His patient presented numerous 
reneralized lesions. They were of two types: large patches of various intensity of 
pigmentation and small deep red macules. The distribution of the lesions brought 
up the differentiation from purpura and Majocchi’s disease, but on both clinical 
and pathologic grounds these disorders could be excluded. Study of this case 
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leads the author to consider Schamberg’s disease as an “attenuated form of th 
hemorrhagic diathesis.” 


ABSENCE OF THE XIPHOID CARTILAGE AND Its VALUE IN THE DIAGNOSIS 01 
CoNGENITAL Sypuitis. G. J. Lanna, Ann. de dermat. et syph. 9:985 (Nov.) 
1928. 


As it had been indicated that the absence of this structure was a stigma of 
congenital syphilis, the author undertook a serious attempt to determine its sig- 
nificance. He examined 390 children, aged from a few months to 15 years. In 
nonsyphilitic children absence of the xiphoid was found in 5.5 per cent, while in 
known congenitally syphilitic children, it was absent in approximately 20 per cent. 
It is concluded that the absence of the xiphoid cartilage is more frequent in 
congenital syphilitic children than in nonsyphilitic, but its absence is not pathog- 
nomonic of the disease in question. 


DISTURBANCES OF THE PiLous SysTEM IN EXOPHTHALMIC GOITER: THEIR 
EXPERIMENTAL PRODUCTION BY HYPERTHYROIDIZATION. P. SAINTON, Ann. 
de dermat. et syph. 10:1 (Jan.) 1929. 


By intensive and prolonged administration of thyroid substance and thyroxin 
to animals, the author has obtained modification in the coats of animals which 
approximates the changes in the pilous system observed in hyperthyroidism in man. 
In this disease, diffuse or areate fall of hair and canities are not uncommon. These 
changes may be confined to the scalp or may affect other hairy regions. Alterations 
of the nails and teeth have likewise been noted. In the author’s experimental 
study, fowls, rabbits and cats were utilized. He does not think that the changes 
produced in the coats of animals were due to loss of weight or other signs of 
cachexia, but to a direct action of thyroid secretion. 


DERMATOPHYTES AND DERMATOMYCOSES. L. GRIGORAKIS, Ann. de dermat. et 
syph. 10:18 (Jan.) 1929. 


In a lengthy and detailed article, the author presents a new and simpler classi- 
fication of dermatophytes. From the clinical side it is shown that much confusion 
arose in the attempt to identify species with lesions. This is impossible and has 
been abandoned since it has been recognized that the same objective syndrome 
may be produced by various species and that a single species may occasion diverse 
lesions. 

In discussing mycologic classification, the author advances the hypothesis that 
under artificial conditions, all cryptograms inevitably and constantly undergo degen- 
eration into a simple sterile state (pleomorphism). The numerous organs of 
fructification that have been described are explainable on this basis as steps in 
a degenerative process beginning with fuseaux and ending in asexual forms. The 
same degenerative process is experienced by the vegetative apparatus. Based on 
this hypothesis, the author advances a simple classification, dividing these fungi 
into three genera, each with two subgenera. The present mycologic terminology is 
retained. 


COMMENTS ON THE ARTICLE OF L. GRIGORAKIS. R. SABOURAUD, Ann. de dermat. 
et syph. 10:69 (Jan.) 1929. 


Sabouraud discusses the preceding article and rejects the fundamental hypothesis 
on which the proposed classification is based. His own studies show that the 
theory of inevitable degeneration under artificial conditions is untenable. Further- 
more, clinical lesions produced by these parasites must be considered, at least to 
some extent, in their mycologic classification. For these and other reasons, 
Sabouraud rejects Grigorakis’ proposed classification. 
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THe SKIN AND GLUTATHION. H. BULLIARD and A. Grroupb, Ann. de dermat. et 
syph. 10:73 (Jan.) 1929. 


Glutathion is a sulphur-containing substance consisting of a molecule of cysteine 
and one of glutamic acid. Through its reaction with an alkaline solution of sodium 
nitroprussiate it can be studied microchemically. This the authors have done for 
the skin. Glutathion is present only in the epidermis; chiefly in the rete, and 
rarely, if at all, in the stratum corneum. In the nails and other epidermal 
appendages it is present in those layers preceding the final transformation into 
keratin. It seems to act as a catalyzator in the process of oxygen reduction and 


possibly as a component of the cellular matrix. oo 
; h AEL, uston, -xas. 


Cystic BENIGN EpITHELIOMA, BROOKE — ADENOMA SEBACEUM, BALZER — ITS 
TRANSFORMATION INTO CYLINDRIC ULCERATED EPITHELIOMA. AGOSTINO 
Crost1, Gior. ital. di dermat. e sifil. 69:1133 (Aug.) 1928. 


According to the author, Balzer’s type of adenoma sebaceum may be identified 
with Brooke’s benign cystic epithelioma and with trichoepithelioma. It may become 
ulcerated assuming the ulcus rodens type or the type of a rapidly invading, 
malignant epithelioma. He reports a case of his own in which these conditions 
existed in all their several stages of evolution. 


ALTERATIONS OF THE NERVOUS SYSTEM IN THALLIUM POISONING. E. Cor- 
TELLA, Gior. ital. di dermat. e sifil. 69:1167 (Aug.) 1928. 
The author fed white mice with a thallium acetate solution in doses of from 
0.25 to 1 cc. diluted in 5 cc. of milk every day. The animals died in from five to 
twenty-two days, with paralysis of the rear extremities and paralysis of the 


sphincters. The hair could be rubbed off easily. Microscopically, extensive degen- 
erative and inflammatory changes were found in the central nervous system. 


PEMPHIGUS VEGETANS AND STREPTOCOCCIC SEPTICEMIA. MARIO ARTOM, Gior. 
ital. di dermat. e sifil. 69:1382 (Oct.) 1928. 


The patient, a woman, aged 51, entered the hospital suffering from strepto- 
coccic septicemia. Streptococci were isolated from the blood repeatedly. Some 
time after her admission to the medical ward, the patient presented evidence of 
pharyngitis and stomatitis which proved to be the first symptoms of pemphigus. 
Later she presented lesions of typical pemphigus vegetans in the axillae, the groins 
and the perigenital regions. Retention of chloride was a constant feature through- 
out the disease in repeated examinations of the blood. Blood transfusions proved 
ineffective. Autopsy confirmed the diagnosis of streptococcus septicemia. 


CUTANEOUS MANIFESTATIONS OF MYELOID LEUKEMIA. G. SANNICANDRO, Gior. 
ital. di dermat. e sifil. 69:1397 (Oct.) 1928. 


A man, aged 25, was suffering from chronic myeloid leukemia. He presented 
a polymorphous cutaneous eruption composed of papules, vesicles, pustules and 
nodules, disseminated over the skin of the whole body. The most abundant and 
prominent lesions were the nodules, which varied in size from that of a pea to 
that of a filbert. There was enlargement of the liver and of the spleen. The 
lymph glands were not palpable. A blood count showed a lymphocytosis of 
560,000 with myelocytemia. Sections showed a heavy infiltration in the deep 
derma, composed of myeloblasts, myelocytes, eosinophils and megakariocytes. 
There was dilatation of the blood vessels with swelling of the endothelium. The 
iuthor considers that the cutaneous infiltrates are the result of localization and 
olonization in the skin of blood elements from the circulation. 
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PARAPSORIASIS LICHENOIDES AND DyYSMENORRHEA CURED BY OPOTHERAPY. 
B. CartTia, Gior. ital. di dermat. e sifil. 69:1423 (Oct.) 1928. 


After a short study of the clinical manifestations of parapsoriasis and of the 
pathologic changes in these lesions of the skin, the author reports a case of para- 
psoriasis lichenoides in a young unmarried girl suffering from dysmenorrhea. 
Recalling Verrotti’s cases of psoriasis in which the patients were treated and cured 
with ovarian extracts, he used the same opotherapic treatment in his case with 
speedy and good results. He claims that parapsoriasis may be due to different 
etiologic causes, but in women ovarian dysfunction must be born in mind as a 
causative factor. 


OBSERVATIONS AND EXPERIMENTS ON SYPHILITIC REINFECTION AND SUPERIN- 
FECTION IN MAN. PiccARpI and BRUNETTI, Gior. ital. di dermat. e sifil. 69: 
1438 (Oct.) 1928. 


The author reports twenty-eight cases of syphilitic reinfection in pgtients who 
had been treated with arsphenamine. In all his cases he offers clinical, bacteriologic 
and serologic proofs of his contentions. He performed seventeen inoculations in 
patients suffering from syphilis in its different stages and obtained positive results 
in two cases. In two cases in which the patients had presumably been cured of a 
syphilitic infection, he obtained a reinfection in the form of a chancre with its 
corresponding adenopathy and, later, secondary manifestations and positive sero- 
logic tests. 


TuHeE Rusino REACTION IN LEPROSY. M. MONACELLI, Gior. ital. di dermat. e 
sifil. 69:1472 (Oct.) 1928. 


Defibrinated mutton blood is thoroughly washed several times and _ sufficient 
salt solution added to make the original volume. Formaldehyde is added in the 
proportion of 10 per cent and the mixture allowed to stand for twenty-four hours. 
The mixture is then washed again with salt solution three or four times and the 
volume replaced. This red cell suspension is then ready to be used for the 
reaction. It is a dense, turbid, brown fluid. To each cubic centimeter of this 
suspension 0.2 of the serum from a human being is added, the mixture thoroughly 
shaken and incubated at 37 C. When the reaction is positive, there is a rapid 
flocculation, and a precipitate forms which soon deposits at the bottom of the tube, 
in the form of a brown mass. In negative cases the liquid remains turbid 
throughout. In thirteen cases of leprosy examined by the author, twelve serums 
gave a strongly positive result. In forty-nine cases of other conditions, used as 
controls, all serums were negative. Rubino reported his reaction at the Derma- 
tological Society of Montevideo (Uruguay) in 1926. 


PARDO-CASTELLO, Havana. 


DERMATOLOGIC ABSTRACTS 
THE JOURNAL OF THE AMERICAN MEpIcAL ASSOCIATION 


MALARIAL TREATMENT OF NEUROSYPHILIS: PRELIMINARY ReEporT. F. J. 
CLiancy, Northwest Med. 28:32 (Jan.) 1929. 


Clancy reports on 138 cases. In some of the cases the results obtained were 
most striking. Some of the cases in which improvement was hardly to be expected 
came into a full remission and have remained so for the past year. In some 
of the cases in young, vigorous adults who were excellent malarial risks, no 
improvement was obtained. In twenty-eight cases complete remissions resulted 
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and the patients were discharged from the hospital; nine patients are ready for 
discharge; thirty-six were improved; thirty-five were not improved, and twenty 


died. 


EPIDEMIC PEMPHIGUS NEONATORUM (IMPETIGO?): TREATMENT. J. A. KEHO, 
Northwest Med. 28:37 (Jan.) 1929. 


Keho uses a 1 per cent oleate of copper ointment, prepared with lard or olive 
oil, for the removal of the vernix caseosa, when he feels that the child is infected 
at the time of birth before the organism has invaded the child’s skin, as well as 
before it has been distributed to other infants in the nursery. During an epidemic 
in one hospital, this ointment was used for the removal of the vernix from each 
child that came to the nursery. On these no vesicles appeared. On those that 
were already affected, the skin cleared up in a few days after its use. There has 
not been any epidemic in that hospital since. 





Society Transactions 


CUBA DERMATOLOGICAL ASSOCIATION 
R. Quero, M.D., Secretary 
Monthly Meeting, Sept. 6, 1928 


Sguamous CELL EPITHELIOMA OF THE SOLE. Presented by Dr. SAENz and 
Dr. OTEIZA. 


A white man, aged 58, born in Cuba, stated that for the past ten years he 
had suffered from a callous growth situated on the plantar surface of the first 
toe, toward its junction with the sole, on the right foot. About one year before 
presentation, the lesion ulcerated, and its center became papillomatous. On presenta- 
tion, the growth presented a hypertrophic, exuberant aspect; it was about 2 by 
3 cm. in size, dark red, and encased in a hyperkeratotic ringlike frame. Biopsy 
proved it to be a malignant type of squamous cell epithelioma. 


DISCUSSION 
Dr. FERRER: This case is interesting. I have seen several cases of callous 
growths with epitheliomatous degeneration. These growths should be included 
among the preepitheliomatous lesions. 


SCLERODERMA. Presented by Dr. PARDO-CASTELLO. 


A mulatto man, aged 26, was seen for the first time eighteen months before 
presentation. He said that he had suffered from a skin disease for the past 
two years. Three months after an attack of acute indigestion (7), he noticed 
that the skin of the face and trunk and, to a less extent, that of the arms appeared 
thickened, tough and leathery and was difficult to move over the subjacent 
structures. When pinched, it could hardly be raised at all. The skin was dis- 
colored, with a peculiar yellowish tint. There were no subjective sensations, 
but the patient complained of difficulty in breathing and in opening his mouth. 
On examination there were no other apparent changes in the structure of the 
integument but those of general hardening and inextensibility of the skin. The 
Wassermann and Kahn tests were negative. The basal metabolic rate was 26.32. 
The patient was given antisyphilitic treatment because of a history of syphilis in 
his father, but he showed no improvement. Thyroid extract was then given in 
doses of 0.13 Gm. twice a day. The patient had improved slowly during the 
past year. 

DISCUSSION 

Dr. SAENZ: This is a typical case of a rare condition. I have had only one 
such case, but the disease was not as extensive as in the one presented. 

Dr. PArpo-CAsTELLO: An important point in connection with this patient's 
history is the acute illness preceding the appearance of the changes in the skin. 
I do not know the nature of the acute attack of fever and abdominal pains which 
the patient called acute indigestion, but it may have had some relation to the 
rapid development of the scleroderma. Nothing is known of the etiology of 
scleroderma, but it seems that an infectious agent acting on the endocrine system 
may be responsible in some cases, at least. 


LaTE HEREDITARY SYPHILIS OF THE Bones. Presented by Dr. Rio. 


This patient was presented at the July meeting. He is shown again because 
of the remarkable improvement that occurred after a short course of antisyphilitic 


treatment. Examination of the spinal fluid showed: increased pressure; 2 cells 
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per cubic millimeter; negative Pandy and Ross-Jones tests; a weakly positive 
Wassermann test and colloidal gold tests, 012221000. This case proves that chronic 
syphilis of the bones does not exclude syphilis of the nervous system. 


LICHEN PLANUS OF THE Moutu. Presented by Dr. Parpo-CAsTELLo. 


A white man, aged 43, a private patient, consulted the presenter because of 
two small whitish, almost mother-of-pearl patches situated on the right side of 
the dorsum of the tongue. They had been seen fifteen days before presentation. 
On the mucous surface of both cheeks there were also a few striae of typical 
lichen planus. There were no lesions of the skin. 


DISCUSSION 
Dr. SAENZ: I should like to know Dr. Pardo-Castello’s opinion on the treat- 
ment for these cases of lichen planus of the mouth. I have a case in which the 
lesions have been present for five years, and all therapeutic measures have failed. 
Dr. PARDO-CASTELLO: I agree with Dr. Saenz. In some patients the 
cutaneous lesions disappear, but those of the mucous membranes remain for years. 
I have no suggestions to offer except to advise persistent treatment with the well 
known measures used in lichen planus. Radiotherapy of the spine has been 
useless in all my cases of lichen planus. 
Dr. SAENZ: I have used Pautrier’s method of radiotherapy of the spine and 
have observed improvement of the cutaneous lesions but not of those of the mouth. 


PurpuRA. Presented by Dr. PARDO-CASTELLO. 
This patient was presented at the August meeting during the acute, septicemic 
stage of the disease. The patient has fully recovered. 
DISCUSSION 
Dr. SAENZ: I never expected to see this patient alive. I should like to know 
the results of the blood cultures. 
Dr. Parpo-CASTELLO: Blood cultures were all negative. 


LICHEN PLANUS; MoLLuscuM ContTaciosuM. Presented by Dr. OTEIza. 


A young colored man presented several patches of lichen planus on the arms 
and chest. On these patches small, raised, globular papules were seen to develop; 
a few days later these papules showed a central depression. On close examination 
these lesions were ascertained to be molluscum contagiosum. Sections confirmed 


the diagnosis. 
DISCUSSION 

Dr. FERRER: The diagnosis is unquestionable. The development of both 
diseases together is only a coincidence. Molluscum contagiosum was entirely 
unknown in Cuba until recent years when the increasing number of immigrants 
from Central Europe has made it a frequent condition. 

Dr. Parpo-CastELLo: I agree that molluscum contagiosum was rare in 
Cuba. I saw a case for the first time in 1918. 

Dr. SAENZ: I saw a case in 1919. Later these cases have been seen more 
frequently. I recall a case showing more than 300 lesions, which were erroneously 
diagnosed as epitheliomas. The patient was treated with the knife, and large 
unsightly scars were produced. 


FOLLICULITIS DECALVANS. Presented by Dr. ROSELL. 


A white man, aged 75, born in Cuba, for four years had had papular and 
papulopustular follicular lesions on the legs and arms, which ended in atrophy. 
lhe patches were atrophic, pinkish and entirely devoid of hairs. In some places, 
the cicatricial lesions were hypertrophic. 
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CasE FOR Dracnosis. Presented by Dr. SAENZz. 


A white woman, aged 24, married, born in Cuba, for nine months before 
presentation had had passive congestion of both hands with slight edematous 
infiltration. On the dorsal aspect of the small joints of both hands, a slight 
infiltration and red violaceous tint could be seen. There were several smail 
nodules on the thumb and index finger of the right hand, with the same violaceous 
tint. These nodules were slightly painful on pressure. There was articular pain 
in both hands which prevented the patient from closing her fists. On the extensor 
surfaces of both forearms there were several hypodermic nodules varying in size 
from that of a bean to that of a pigeon’s egg. These nodules were also painful 
on pressure and presented a violaceous tint. There were no alterations of the 
sensations. The Wassermann and Kahn tests were negative; the Pirquet test 
was negative. The blood count was normal. The basal metabolic test was 
minus 17. Focal infections were not found. Pharmacodynamic tests of the sympa- 
thetic system gave negative results. 

DISCUSSION 

Dr. SAENz: I would appreciate a personal interpretation from all present. | 
confess that after a thorough study of the patient I have been unable to classify 
her case. 

Dr. PARDo-CASTELLO: The diagnosis of this case is difficult. I should like 
to observe the patient longer and examine her more in detail. My impression 
is that she is suffering from erythema multiforme with some lesions of the nodosum 
type. It is true that erythema nodosum and erythema multiforme are not of 
chronic evolution in most cases, but occasionally one encounters a persistent case, 
especially those due to chronic septicemia or septicemia lenta. A biopsy would 
greatly help in the diagnosis. 

Dr. FERRER: It is difficult to venture a diagnosis in this case. The condition 
may be a tuberculid of the sarcoid type or it may be beginning leprosy. Prolonged 
search for Hansen's bacilli should be made. 

Dr. QuERO: In my opinion, sarcoid is to be considered. Leprosy can be 
ruled out because there are no disturbances of the sensations, and there is no 
atrophy of the hands. 

Dr. SAENz: I do not believe that this is a case of erythema multiforme. 
The condition will not last nine months with the chronic evolution observed in 
this patient. Syphilis, tuberculosis, leprosy and focal infections have been care- 
fully ruled out, one after another. Among the chronic erythemas I have considered 
erythema pernio, erythema elevatum diutinum (Crocker) and lupus chilblain of 
Hutchinson, but my case does not fit into any of these clinical entities. Sarcoid, 
I think, can also be excluded. As to the possibility of leprosy pointed out by 
Dr. Ferrer, it is out of the question. There is nothing in this patient’s condition 
that resembles leprosy. 


CorNEOuS EpPITHELIOMA OF THE LOWER Lip. Presented by Dr. SAENz. 


A white man, aged 30, presented a small nodule about the size of a cherry 
stone, covered with a hard, corneous crust, on the semimucous surface of the left 
side of the lower lip. He stated that six months previously he had burned 
himself on the lip with a cigaret, the resulting erosion never having healed. The 
Wassermann test was negative. Biopsy showed a squamous cell epithelioma. 


DISCUSSION 

Dr. Parpo-CasTELLo: In spite of being a squamous cell epithelioma, this 
type of lesion is not malignant. I have seen conditions of this kind remain 
localized for a long time. Superintensive roentgen treatment should cure this 
man. I have just seen a private patient, with a condition similar to the one here 
presented, who has remained cured for two years. 


Dr. SAENZ: I should be in favor of using electrodesiccation followed with 
radiotherapy. The margin of safety is greater with this treatment. 
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DERMATITIS MEDICAMENTOSA (ANTIPYRINE). Presented by Dr. OTEiza. 


A white Spanish woman, aged 28, presented about twenty macular lesions, 
disseminated over the trunk and legs. These lesions varied in size from 0.5 to 
5 cm.; they were round or oval and of a dark violaceous color. The patient 
suffered from neuralgia and obtained relief by taking a patent medicine which 
contained large quantities of antipyrine. After each attack of neuralgia, she would 
develop a new crop of lesions. In some locations there had been bullae, and in 
the older lesions a marked pigmentation remained. 


HyprocysToMA. Presented by Dr. PARpo-CASTELLO and Dr. ROSELL. 


A white Spanish woman, aged 45, presented on the face, especially over both 
cheeks and the forehead, innumerable small cysts with the appearance of grains 
of boiled sago. ‘They contained a clear fluid. These cysts sometimes reached 
the size of a pea before breaking and healing. At times the patient had been 
almost free of lesions, but recurrences soon appeared. She stated that her con- 
dition was worse after menstruation. Biopsy was refused. 


A CAsE FoR Diacnosis (Lupus ERYTHEMATOSUS). Presented by Dr. Parpo- 
CASTELLO. 


A colored woman, aged 28, had been in the hospital for several months suffering 
from pulmonary tuberculosis. About one month before presentation the patient 
observed symmetrical patches on both cheeks, about 10 cm. in diameter. Similar 
smaller lesions were disseminated over the ears, deltoid regions, shoulders and 
dorsum. At first these lesions were reddish, according to the patient, although 
the blackness of her skin masked the color. On presentation the patches were 
pigmented and squamous, without infiltration, and seemed to be in frank retro- 
gression. There were three or four atrophic lesions on the forearms. A few 


of the patches showed slight follicular prominence. There was intense pruritus. 
Biopsy showed atrophy of the epidermis with slight parakeratosis, fibrosis of the 
corium and intense pigmentation. There was no cellular infiltration. The Wasser- 
mann and Kahn tests were negative. Koch bacilli were found in the sputum. 
No general symptoms except those of tuberculosis of the lungs were found. 


DISCUSSION 


Dr. FERRER: I agree with the diagnosis of lupus erythematosus. It seems 
to me that this is a rapidly developing acute form of the disease and that the 
prognosis may be serious. 

Dr. Parpo-CasTELLo: It is interesting to note the rapid development of the 
lesions in this patient. They are disappearing just as rapidly without any treat- 
ment. Clinically, I think that the condition is lupus erythematosus. The sections 
seem to confirm the diagnosis, but the clinical evolution of the case is most 
unusual. 


DERMATOSCLEROSIS. Presented by Dr. PELAEZ and Dr. FERRER. 


A white Cuban woman, aged 36, married, presented on the external aspect 
of the left thigh a deep induration affecting the skin and the subcutaneous tissue 
in a diameter of about 10 cm. The skin was adherent to the subjacent structures 
and presented a deep pigmented color and abnormally thickened lanugo hair. 
There was no pain and no other disturbances of sensation. The condition had 
existed for seven years and had appeared after a septic abortion and what seemed 
to be phlebitis. The diagnosis was dermatosclerosis due to chronic phlebitis. 


DISCUSSION 


Dr. Parpo-CasTELLo: The diagnosis may be accepted provided it is sup- 
ported by a biopsy. I recall a case similar to this in a white unmarried woman 
in whom the deep infiltrations were the result of calcareous deposits in the derma. 
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Dr. Quero: I believe that a focus of chronic inflammation may be the seat 
of calcareous infiltration. This is a point that must be elucidated in the case 
presented. 

Dr. FERRER: I accept Dr. Pardo-Castello’s suggestion and shall perform a 
biopsy and report at a future meeting. 


JuxtTa-ARTICULAR NODULES (LUTZ-JEANSELME). Presented by Dr. QuERoO. 


A Spanish woman, aged 33, four months previous to presentation had noticed 
the appearance of several nodules of about the size of small shot situated on the 
small joints of the hands and on the right elbow. Five of these nodules were 
present; they were tender on pressure, and the skin over them was of normal 
aspect. On sections there was typical fibroma with surrounding chronic inflam- 
mation. The pathologic diagnosis wes inflammatory fibroma. 


DISCUSSION 

Dr. Castro: In many of these cases, Trepanema has been found in the 
sections. The lesions may be due to pian or syphilis. 

Dr. SAENZ: Pian is rare in Cuba. In many years I have seen only three 
cases, all from the Oriental part of the island, in very old negroes. 

Dr. FERRER: I have seen seven cases of juxta-articular nodules, all in 
syphilitic persons with positive Wassermann reactions and in some with other 
lesions of syphilis. All these patients were cured with antisyphilitic treatment. 
Histologically, the condition proved to be gumma with fibrous degeneration. 

Dr. Parpo-CasTEtLo: I wish that Dr. Quero would state his diagnosis clearly, 
because he seems to present a clinical diagnosis and a pathologic diagnosis. 

Dr. QuERO: The lesions are undoubtedly inflammatory fibromas. 

Dr. Parpo-CasTELLo: I cannot agree with the diagnosis of juxta-articular 
nodules in this case. The nodules are small and painful on pressure and have 
developed rapidly. I have seen a great many cases of juxta-articular nodules 
of syphilitic origin, but none with the features of the case here presented. I 
think that these fibromas may be related to the tendon sheaths, and may be of 
inflammatory origin in a rheumatic patient. I would use diathermy. 

Dr. QueEro: I really believe that these are inflammatory fibromas and shall 
use diathermy. 





J. J. Mestre, M.D., Secretary 
Monthly Meeting, Oct. 4, 1928 


Lupus Erytuematosus. Presented by Dr. Rio. 


A white Cuban, aged 22, presented on the forehead, dorsum of the nose and 
right cheek an irregular erythematous band of a light pink. There was slight 
infiltration but no scaling. Sections showed atrophy of the epidermis, follicular 
keratosis and fibrosis of the corium. 


DISCUSSION 


Dr. Parpo-CasTELLo: I agree with the diagnosis. It is a case of purely 
erythematous lupus erythematosus. 


ALopEcIA PostTFavosa. Presented by Dr. QuEsADA. 


A Spanish immigrant, aged 30, had cicatricial alopecia in the form of irregular 
areas covering most of the scalp. He said that twenty years before he had a 
chronic disease of the scalp which after many months finally disappeared under 


local treatment. 
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DISCUSSION 
Dr. FERRER: I have never seen a case of favus, and even the resulting alopecia 
is interesting to me, for comparison with Brocq’s pseudopelade and with other 
cicatricial alopecias. 
Dr. SAENz: I do not see anything typical in this patient’s case. His is a 
cicatricial alopecia that might have been produced by any inflammatory condition 
of the scalp. 


PIGMENTED EPITHELIOMA. Presented by Dr. PARDO-CASTELLO. 


A white Cuban woman, aged 48, married, had noticed a small wart about the 
size of a pea on her left temple fifteen years before presentation. About four 
years before, this wart began to bleed easily and increased steadily in size. On 
presentation there was a hypertrophic, dark-red, fungating mass about 6 cm. in 
diameter, covering the temple and reaching to the upper eyelid toward the front 
and to the zygomatic region below. This mass was irregularly studded with 
punctiform collections of black pigment. There were a number of thick, black 
comedones over the face and lower eyelids. Sections showed basal cell epithelioma 
with intracellular and extracellular collections of pigment. 


DISCUSSION 


Dr Qvuero: I should like to know the treatment Dr. Pardo-Castello intends 
to use in this case. It is well known how hopeless these nevocarcinomas are. 


Dr. Parpo-CasTELLO: I am glad Dr. Quero has brought this question up. 
It is to clear up the confusion of pigmented epithelioma with nevocarcinoma 
that I have brought this patient before the association. In my case there is a 
benign basal cell epithelioma in which there is an exaggerated pigment formation. 
It is easily and readily curable. These conditions are often diagnosed as very 
malignant and the patient’s family made to understand that there is no hope. 


Lupus ERYTHEMATOSUS AND ACNITIS. Presented by Dr. QuESADA. 


A Syrian woman, aged 33, had suffered from a typical lupus erythematosus of 
the face for one year before presentation. For the past six months the patient 
had papular lesions, ranging in size from that of a pinhead to that of a grain 
of barley, disseminated over the face. These lesions left atrophic depressed scars. 
At the moment of presentation, the lesions were in frank retrogression under 
treatment with a gold preparation. 


DISCUSSION 


Dr. FERRER: I agree with the diagnosis. It is remarkable how both types 
of lesions are fading away under therapy with the gold preparation, showing 
that, most likely, they are due to the same cause. 

Dr. SAENz: I should like to ask if there is in this case any evidence of 
pulmonary tuberculosis, in which case the visceral condition might be aggravated 
by the gold preparation. 

Dr. Quesapa: There are no visceral signs of tuberculosis in this patient. 
[ believe that a gold preparation is contraindicated only in cases of congestive 
pulmonary tuberculosis with hemorrhagic tendency. 


SyPuHILitic ScLEROus GLossiTiIs. Presented by Dr. SAENz. 


A white man, aged 71, had noticed a discoloration of the tongue for the past 
five years. He sought advice because he had lost the sense of taste almost 
entirely. On examination, the mucous membrane of the tongue was atrophic 
and without papillae. To the touch, it appeared as if the organ was encased in 
parchment. The tongue was milk-white. The Wassermann test was four plus. 
There were no other symptoms or signs of syphilis. The patient had a chancre 
thirty years before he was seen by me. 
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CasE FOR DraGnosis. Presented by Dr. FERRER. 


A white man, aged 18, consulted me because of a cutaneous eruption of one 
year’s duration. It began with intense pruritus. On examination there was a 
profuse dermatosis characterized by erythematosquamous macules and maculo- 
papules, which were pink, round or oval, the size of lentils and slightly infiltrated. 
The lesions were grouped irregularly on the trunk, arms and legs. On the face 
and scalp they were sparse. On the legs the elements were darker in color, almost 
violaceous, and desquamated freely. There was passive congestion of the hands 
and feet, and the extremities were moist and cold. The Wassermann test was 
negative. Sections showed chronic inflammation. 


DISCUSSION 

Dr. FERRER: The patient has been under observation for the last two days. 
From a first impression I thought of secondary syphilis and of psoriasis punctata, 
but on closer observation both diagnoses were readily discarded. The pathologic 
sections are also unfavorable for a diagnosis of syphilis or psoriasis. There are 
two diagnoses which I may suggest, parakeratosis psoriasiformis (Brocq) and 
parapsoriasis. 

Dr. SAENZ: I believe that this is a case of parapsoriasis lichenoides chronica 
(Julisberg). 

Dr. Parpo-CaAsTELLo: I agree with the diagnosis of parapsoriasis but would 
say that the condition is parapsoriasis guttata. 

Dr. MEsTRE: I accept the diagnosis of parapsoriasis guttata. I should like 
to know the result obtained by Dr. Saenz with the ultraviolet light in a case 
that he presented at the June meeting of the Association. 

Dr. SAENz: There was no improvement in my patient under treatment with 
ultraviolet light. 

Dr. FERRER: I accept the diagnosis of parapsoriasis and agree with Dr. 
Pardo-Castello as to the variety. I think that the condition might also be included 
among the dermatosis psoriasiformis nodularis (Jadassohn). 


CasE FoR DraGnosis. Presented by Dr. SAENz. 

This case was presented by Dr. Saenz at the former meeting. There was 
no agreement as to the diagnosis. The patient had been suffering from high 
fever of septicemic character for the last three weeks. The x-ray pictures of 
the hands failed to disclose any lesions of the bones. Further search did not 
reveal Hansen bacilli. In the blood cultures, a gram-negative bacillus and a 
gram-positive coccus were recovered. The Widal test was negative repeatedly. 
Ameba coli were found in the feces. 





MANHATTAN DERMATOLOGICAL SOCIETY 
D. L. SATENSTEIN, M.D., Secretary 
Regular Meeting, Nov. 13, 1928 


M. B. Parounactian, M.D., Chairman 


MutLtTIPLe CHANCRES. Presented by Dr. PAROUNAGIAN. 
H. F., aged 30, was admitted on Nov. 5, 1928, with a history of having had a 
chancre in 1921, at which time he had received four intravenous injections pre- 


sumably of arsphenamine. 
Examination disclosed three gangrenous chancres, one at the meatus, one on 


the abdomen near the umbilicus and one near the crest of the ilium. Because 





SOCIETY TRANSACTIONS 693 


of frequent sexual exposures it was impossible to determine the period of incubation. 
The patient was not certain about the duration of the genital lesion, though he was 
sure that the other two lesions had appeared after the genital sore. The Wasser- 
mann reaction was four plus. He had an inguinal bubo on the left side which 
had been opened. He also presented a papular eruption, most marked on the back. 


DISCUSSION 

Dr. Howarp Fox: I would like to ask the members whether in their experi- 
ence, multiple chancres are more common in colored people than in white people, 
as stated by some authorities. 

Dr. Mount: I suggest the possibility of a double infection chancre and 
chancroid. 

Dr. PAROUNAGIAN: In reply to Dr. Fox’s question, I have seen more multiple 
chancres in white persons than in colored persons. 

I have seen many cases of multiple chancres in white persons. I might mention 
two interesting cases in this connection: one was a man who presented five 
chancres, three on the lips, one on the abdomen and one on the penis after one 
exposure; the other was a police officer, a patient at Bellevue Hospital, who also 
had five lesions similarly situated, all of which were gangrenous. Two years ago I 
presented a colored man at the New York Academy of Medicine who had fifteen 
chancres. 


LicHEN PLANUS OF THE MouTH. Presented by Dr. SCHEER. 


M. R., a man, aged 19, a student, born in the United States, had first noticed 
an eruption two months before presentation. He exhibited a typical but sparse 
eruption of lichen planus on thé forearms. He was presented on account of the 
unusual profusion of the eruption in the mouth; almost the entire buccal mucosa, 
the lips and the greater part of the tongue were involved. On the dorsum of 


the tongue were large plaques over 1 inch (2.54 cm.) in diameter. There was also 
one large plaque, 2 by 2.5 inches (3.81 cm.) on the left palm. 


DISCUSSION 


Dr. Howarp Fox: I have often heard dermatologists say that they could not 
make a diagnose of lichen planus when it occurred in the mouth alone. It seems 
to me that this disease in the mouth (either on the cheeks or tongue) is charac- 
teristic from the presence of tiny points, circles and reticulated patches. I have 
records of at least five cases of lichen planus involving the mouth alone without 
the slightest cutaneous lesions. The majority were microscopically proved, and 
several of the patients were presented before dermatologic societies. I agree with 
the diagnosis. 

How often have the members present seen cases of lichen planus of the mouth 
giving rise to subjective symptoms? In one of my cases, subjective symptoms in 
the mouth were the cause of the patient’s seeking medical advice. 


Dr. Mount: In reply to Dr. Fox’s statements—the members may recall the 
physician whom I showed before this society, I believe last year, with lesions 
limited entirely to the mucous membranes of the mouth. The symptom which 
first attracted his attention that something was wrong was purely a subjective 
sensation. He felt an intense burning, especially when he took anything in the 
mouth which contained a condiment or vinegar. 

Dr. Ocus: The same thing happened in my case as in Dr. Mount’s. The 
patient had lesions in the mouth, and pepper or any condiment caused terrific 
smarting. Vinegar also had the same effect. On the tongue and buccal mucosa 
burning sensations even up to decided pain take the place of itching, as happens 
n the cutaneous surface. 


\LOPECIA AREATA. Presented by Dr. Ocus. 


J. R., aged 31, had a pronounced area of alopecia which had begun one year 
previous to presentation when the patient was pregnant. <A similar condition 
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had taken place during a former pregnancy (four years previously) at which time 
there were small isolated areas, but a complete return of the hair resulted within 
one month after delivery. The condition at the time of presentation had started 
a year previously and was getting worse, the entire center of the scalp as well 
as the sides presenting shining and glistening skin with not a vestige of hair. 


DISCUSSION 

Dr. Howarp Fox: I feel that local stimulation with the quartz lamp or 
other means is always worth trying in this disease. It should be given a thorough 
trial even in extensive cases. In one such case in which almost total alopecia 
occurred, one side of the head was first treated by the quartz lamps followed by 
return of hair on that side. Later the opposite side of the head was successfully 
treated. 

Dr. Mount: It is on record that hair has returned after six years without 
any treatment. That brings up the question whether therapy is of any real value. 

Dr. Fox: I agree with Dr. Mount that in a self-limited disease running such 
a capricious course, it is hard to judge the value of treatment, but I think it is 
reasonably sure that local stimulation by either quartz lamps or phenol or by other 
means shortens the period of the disease in general. 

Dr. SCHEER: Some years ago I had an experience similar to that mentioned 
by Dr. Howard Fox, the case of a boy, aged 11, who had a total alopecia of the 
scalp and eyebrows and eyelashes. I treated him with the Kromayer lamp on some 
areas and not on others. The eyebrows and lashes were protected. After several 
intensive exposures all the hair came back on the untreated and treated areas. In 
the case presented there is distinct alopecia of the outer third of the eye- 
brow which suggests a thyroid disturbance, probably deficiency, and it might be 
worth while to give thyroid extract to this woman. 

Dr. Mount: If that were so, why would not alopecia areata, instead of 
starting during pregnancy, act in the reverse way? 


VARICES OF THE TONGUE. Presented by Dr. Ochs. 

A man, aged 61, said that three or four years previous to presentation he had 
had paralysis of the seventh nerve and from that time on had noticed that it was 
difficult to control his tongue, and that the veins on the under surface of both 
sides of the tongue were greatly enlarged. The veins of the entire mouth were 
also prominent. The exact duration of the condition was indefinite. 


NEUROFIBROSARCOMA. Presented by Dr. OULMANN. 


R. S., aged 16, was first seen four weeks before presentation. At his first visit 
he presented a tumor, the size of a small egg, in the left supraclavicular space; he 
also had a number of smaller, hard, glandular tumors of the neck, in both axillae, in 
the inguinal and cubital regions and one in the right popliteal space. The lesion 
in the supraclavicular space had started four years previously. The microscopic 
picture was that of neurofibrosarcoma. At the time of presentation the patient 
showed some new infiltration in the area from which the tumor had been removed. 


DISCUSSION 

Dr. FrRAsER: I believe that this is a case of fibrosarcoma probably of neuro- 
genic origin. There is a widespread belief that all fibromas and fibrosarcomas 
of the skin arise from the endoneurium or perineurium. 

I would make the suggestion that in the future when members present a case 
of this kind they bring slides stained by special methods with a view of determining 
the origin of these growths. 

As to prognosis, these tumors are malignant and radioresistant. 


Pityriasis RosEA (PRimMARY LESION ON Face). Presented by Dr. Ocus. 


J. M., a man, aged 25, presented almost innumerable brownish-red lesions on 
the chest, back, arms, legs and neck, varying from pinpoint to dime-sized patches, 
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with clearing centers and, with slight scaling at the edges. The disease had started 
about three weeks previous to presentation with a slight pinkish, circular lesion on 
the left side of the face just below the temporal region, and had then rapidly 
spread over the body. The peculiar feature of the case was that the mother 
patch occurred on the face and that there were many lesions on the side of the 
neck, 

DISCUSSION 

Dr. ELLER: It is interesting to see the primary lesion on the face. I have 
seen pityriasis rosea on the face on several occasions. 

Dr. OutMANN: I think that Dr. Howard Fox has a picture of a patient of 
mine with lesions of pityriasis rosea on the face and on the neck. 

Dr. Howarp Fox: I do not recall having seen an initial plaque of pityriasis 
rosea on the face. I have seen numerous cases in which the eruption extended on 
the neck or even on the face. How does Dr. Ochs feel sure this is an initial 
lesion? 

Dr. Ocus: The patient said that three weeks ago the patch started on the 
face, and then the body became covered. The only reason I presented the case 
was because the mother patch was situated on the face. It is the first one I 
have ever seen of this kind. 

Dr. PAROUNAGIAN: I think the eruption in this case is one of the most 
extensive I have ever seen. 


PAPULONECROTIC TUBERCULID. Presented by Dr. PAROUNAGIAN. 


The patient was presented as a typical case of papulonecrotic tuberculid with 
a request for therapeutic suggestions, particularly relative to the advisability of 
gold therapy. 

DISCUSSION 

Dr. Howarp Fox: This is a case in which I am much interested from the 
standpoint of treatment. I would like to know if any one has had good results 
in treating papulonecrotic tuberculid by any method. Darier speaks highly of 
mercurials and of arsphenamine. I have tried injections of mercury in several 
cases without the slightest effect. One of the best results I had followed admin- 
istration of sugar of milk tablets as a placebo. 

Dr. ScHEER: I think it is the permanency of the results that counts. We 
temporarily get results with a great many different measures. I secured results 
in one extensive case of tuberculid that had been recurring for years, by admin- 
istration of arsphenamine. The condition entirely cleared up and then recurred. 
In the second recurrence, while the patient was being treated with arsphenamine, 
new lesions developed. Any treatment must be judged by the end-results; that 
means that several years must elapse before one can judge the result of the therapy. 

Dr. Howarp Fox: In some cases I have been able to abort the lesions by 
the use of the electric cautery. This has seemed to be specially useful in some 
of the lesions on the hands and fingers, which are frequently painful and tender. 
Treatment by the cautery has caused these lesions, which would otherwise have 
lasted a month or more, to undergo involution within a week. 


SYPHILITIC REINFECTION. Presented by Dr. PAROUNAGIAN. 


C. L., aged 38, a sailor, was admitted to the Syphilis Clinic of Bellevue Hospital 
on Aug. 5, 1920, with a history of two chancres having occurred on the shaft of 
the penis in 1917. At that time he had been treated with arsphenamine for a 
period of two months after the appearance of the first lesion, and six months 
later another small sore had appeared at the site of the first sore. He received 
two more doses of arsphenamine, and the sore healed. Eighteen months later he 
had fourteen mercurial rubs following another recurrence. In February, 1920, 
he had two treatments with arsphenamine and one with mercury at the Roosevelt 
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Hospital. In February he had a slightly positive Wassermann reaction. He took 
one mercury pill daily from February to June of that year. At the time of 
presentation he had a slight erosion on the left side of the septum, which had 
been present for six weeks. 

The Wassermann reaction was negative at the time of admission though, on 
Aug. 17, 1920, it had been two plus. He received eight injections of arsphenamine 
and fifteen injections of mercury salicylate from Aug. 5, 1920, to Dec. 21, 1920. 
Following his last treatment he had had seventeen Wassermann examinations 
up to and including July 2, 1928, all of which were negative. He had been entirely 
symptomless and free from lesions during all that period. 

On Nov. 5, 1928, the Wassermann reaction was plus-minus and on Nov. 13, 
1928, he presented a lesion at the right angle of the mouth which had appeared 
one month previously. Examination disclosed a pea-sized split papule at the right 
commissure. The lymphatics of the submaxillary region on the right side were 
markedly swollen, while those on the left side were not affected. He had been 
exposed about six weeks prior to presentation. He was a pervert. There were 
no lesions on the body including the genitals. Dark-field examination was posi- 
tive. A Wassermann test was made on the day of presentation, but a report has 
not been received. 


Lupus ERYTHEMATOSUS (?). Presented by Dr. PAROUNAGIAN. 


A man, aged 38, was presented because of an eruption of seven years’ dura- 
tion. The eruption was extensive, involving most of the face, lips and part of 
the scalp. About fourteen years previous to presentation he had had the glands 
of the left and right maxillary regions removed, leaving extensive scars. The 
Wassermann reaction was negative. From March 19, 1928, to June 26, 1928, 
he had been given fifteen injections of a gold compound, with marked improve- 
ment of the eruption. During the summer he felt weak and lost weight, for 
which reason treatment was discontinued, but he was kept under observation. 


About three weeks prior to presentation a number of small reddish, grouped, 
dotted lesions had appeared mostly in the areas in which there were no lupus 
lesions present; they were pruritic. The lymphatics of the right side of the neck, 
the left axillae and the left inguinal regions also had begun to swell. His family 
history was negative as to tuberculosis. For the most part, the eruption was 
typical of lupus erythematosus — red, infiltrated patches, atrophy, alopecia and 
adherent, dry scales. 


DISCUSSION 

Dr. SATENSTEIN: I consider this lupus erythematosus; there is definite 
atrophy, and there are no apple jelly nodules present. 

Dr. Rosen: I consider this lupus erythematosus and lupus vulgaris. Besides 
lupus erythematosus the patient had isolated nodular lesions, the size of a pinhead, 
very strongly suggestive of lupus vulgaris disseminatus, on both sides of the face. 
I suggest the removal of one of the small lesions for microscopic study. 

Dr. Howarp Fox: In my opinion the entire eruption is that of one disease, 
lupus erythematosus. Cases are on record in which both types of lupus have 
coexisted, but they are extremely rare. The punctate lesions in this case form 
an unusual clinical picture, but I do not think they are apple jelly nodules of 
lupus vulgaris. 

Dr. Mount: I disagree with Dr. Rosen. I think this is lupus erythematosus. 
I saw no apple jelly nodules. 

Dr. Etter: I agree with the diagnosis of lupus erythematosus. Occasionally 
we do see enlarged glands in lupus erythematosus. 

Dr. Ocus: I agree with the diagnosis of lupus erythematosus. I recall two 
patients under Dr. Chargin’s care who showed similar lesions after being treated 
with gold thiosulphate. 

Dr. PAROUNAGIAN: This patient acts and looks differently from all the 
patients with lupus erythematosus whom I have ever treated. I have never seen 
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these red, grouped, miliary lesions developing in lupus erythematosus. The swell- 
ing of the lymphatics of the neck, the axillae and the inguinal regions and the 
aggravated condition of the cutaneous lesions lead me to give an unfavorable 
prognosis. I am unable to say whether the injections of a gold compound played 
any part in bringing about this clinical picture. 


REPORT ON A CASE PREVIOUSLY PRESENTED. 


Dr. FRASER: The nodule on the abdomen of the patient with arsenical keratosis 
whom I presented at the October meeting, proved to be a squamous carcinoma. 





NEW YORK DERMATOLOGICAL SOCIETY 
Paut E. Becuet, M.D., Secretary 
Regular Meeting, Nov. 27, 1928 
Howarp Fox, M.D., President 


THALLIUM ACETATE EPILATION IN TINEA CapPITis. Presented by Dr. CLARK. 


T. J., a girl, aged 11, had extensive ringworm of the scalp for three months. 
On October 17, she was given thallium acetate, 8 mg. per kilogram of body weight 
(0.288 Gm.), by mouth in half a glass of water. On November 1, it was noticed 
that the hair was beginning to loosen all over the scalp. On November 10, 
there was complete epilation. On November 17, one month after the administra- 
tion of thallium acetate, new hairs were appearing, and at the time of presentation 
the head was covered with a short bristly growth. No constitutional reaction 
had occurred in her case, as in that of her sister, aged 4 years. She had been 
able to use strong antiparasitic ointments from the beginning, without interruption. 


DISCUSSION 


Dr. MacKEeEeE: We have not been so lucky: in regard to reactions. Many 
of our patients have not had reactions, but some have; some of the children have 
been partially paralyzed, laid up in bed with severe pain for several days, and 
not well for a week or two. Some have been anemic and badly run down after 
treatment. Some of the reactions rather alarmed us, but there have been no 
fatal results. So far as the tinea is concerned, the results have been good. One 
trouble is that the hair has returned too soon, so that reinfection has occurred 
in a number of cases. The results have been good, especially in very young 
children in whom it was impossible to employ the roentgen rays. We have 
tried both 7 and 8 mg. per kilogram of body weight, and have had less severe 
reactions with 7 mg., but often the alopecia was not sufficiently complete. Pardo- 
Castello obtained good results with 7 mg., and he has treated about 100 or more 
patients. He showed me some rather unusual hairs, exclamation point hairs, 
which developed as a result of the therapy. 

Dr. HiGHMAN: My own feeling is largely indicated by what Dr. MacKee 
has said: Leaving aside instances in which for some reason the roentgen rays 
are not feasible, I do not think that a drug with the toxic potentiality of thallium 
acetate should be used in a disease as mild as ringworm, which can be treated 
by the roentgen rays correctly applied. Considering, however, that some may be 
careless in treating tinea of the scalp with the roentgen rays, and the possibilities 
of minor accidents with the roentgen rays, against the possibility of poisoning by 
thallium, it seems to me on the whole that when one has a satisfactory treatment 
therwise, the treatment with thallium is not advisable. 

Dr. Wise: I skould like to call attention to the method of administering 
ne-half dose of thallium acetate together with one-half epilatory dose of the 





698 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


roentgen rays in these cases. I do not know whether this form of treatment 
has proved satisfactory. 

Dr. ELLER: In the few cases in which I have tried the combined treatment 
of one-half dose of thallium and one-half dose of the roentgen rays, it has not 
proved successful. 

Dr. MALONEY: I have not used the roentgen rays in connection with thallium 
acetate, but I have used full doses and have obtained good results in all our 
cases. There have been a few siight reactions; a few patients had some pain 
and weakness in the extremities, but nothing alarming. 

Dr. Becuet: I am under the impression that the severity of the reaction is 
in proportion to the age of the child; the younger the child the less severe the 
reaction. If this is true, the use of thallium in tinea tonsurans in children too 
young for the roentgen rays has an extensive range of usefulness; but the roentgen 
rays, in my opinion, will not be displaced by the drug in children old enough t 
understand the necessity of keeping quiet during the roentgen treatment. 

Dr. MAcKEE: The older the patient, the more severe is the reaction. It is 
said to be an endocrine reaction, and it seems to be extremely dangerous in 
adults, and not without danger in children. 

Dr. Howarp Fox: I think we all agree that it is an addition to our 
armamentarium to have such a method. It is interesting that this method was 
first used by a Mexican physician, who has now treated more than 1,000 patients 
with thallium acetate. 

Dr. CLARK: I think Dr. MacKee brought out the point. It does seem that 
this method has a distinct value with very young children, when it is difficult 
to get them to sit still under the roentgen rays. In the young children we have 
treated there have been practically no reactions; in the few instances in which 
they did occur, they have been mild, and children were mostly the older ones. 
The method has another advantage: one can use rather strong antiparasitic oint- 
ment all the time without any danger of irritation. With the roentgen rays, one 
cannot do so. 


Neurotic ExcoriaTIons. Presented by Dr. Kincssury. 


The patient was a healthy appearing married woman, aged 38, who, according 
to the history, for the fifteen years prior to presentation had extremely small 
elevated lesions from time to time on the face, neck, shoulders and arms. These 
were said to be intensely itchy, and the woman would scratch, pick and dig into 
them until deep ulcerated areas were produced. The cheeks, forehead and shoulders 
were covered with old scars, and there were active lesions on the neck and arms. 
The condition was always worse before the menstrual period. The patient 
appeared to be of an amiable, indolent type, considerably different from the irritable, 
highstrung women with whom this condition is usually associated. 


DISCUSSION 

Dr. FRASER: I should like to know whether Dr. Kingsbury considered the 
nature of the primary lesions; the appearance on the forearms suggests papulo- 
necrotic tuberculid. 

Dr. Wittrams: I agree with the diagnosis of neurotic excoriations. There 
does not seem to be any psychic cause for the scratching. It is just possible 
that she has recurrent pruritus, and the blood sugar should be investigated. 

Dr. Rutison: I was interested in the scars on the cheeks. It is the first 
case that I have seen of such severe scarring from excoriations on the face of 
a woman. They were entirely typical of picking, since they were somewhat 
crescentic. 

Dr. WHITEHOUSE: It is a case of neurotic excoriations. I was wondering 
if any neurologic examination had been made. The woman did not seem to be 
of the usual nervous type. 
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Dr. MacKee: 1 agree with the diagnosis of neurotic excoriations. They 
often imitate many diseases — papulonecrotic tuberculid, syphilis, cancer, roentgen 
ulcer, etc. I do not think this woman mutilates herself because of pruritus. I am 
confident that if this patient is interrogated with sufficient care it will be ascertained 
that she makes a definite effort to get something out of the lesions which she 
thinks is causing them, and which she thinks prevents healing; or she thinks that 
removal of the supposedly offending substance relieves subjective symptoms. In 
these patients any elevation above the surface of the skin, no matter whether milium, 
scale or comedone — anything that will resist the finger —is all that is necessary 
to start the mutilation. The condition ranges from a habit to a compulsory 
neurosis and differs from the psychosis of the malingerer. 

Dr. HicHMAN: I think that there is a good deal in the point made by 
Dr. MacKee. I think there is no design in this condition, but it is the mani- 
festation of a neurotic habit, like hang-nail picking, and without more of a motive. 
Any irregularity of the surface will provoke it. The rest of the picture, I 
think, is simply the result of irritation, and, perhaps, secondary infection. 

Dr. Howarp Fox: Dr. Rulison seemed to think scarring of the face unusual 
in women. I have now a similar case under observation, and do not think that 
it is unusual. As a companion patient to this one, with an uncontrollable desire 
to pick at the skin, I asked a patient who had pulled out enough hair of the 
scalp to simulate a well marked case of alopecia areata to come here. I shall 
try to get him to attend some subsequent meeting. 

Dr. Becuet: In corroboration of Dr. MacKee’s remarks is the statement made 
to me by the patient; namely, that white spots appeared in her skin and did not 
disappear until they were picked out. It has been my experience that in the vast 
majority of cases of neurotic excoriation, the patient feels compelled to remove 
some imaginary object from beneath the skin. Frequently the object is a small 
vesicle, crust, lint or other foreign body, which the diseased mind of the patient 
seizes as the cause of the eruption of the skin. 

Dr. CLARK: I have a patient, an actuary in an insurance company, an intelli- 
gent man of means, who comes to me regularly to see about hair on various parts 
of the body. He is rather hairy and believes that there is something wrong with 
the roots, and he pulls them out. On the body it is easy, but on the face after 
shaving he has to pick them out, and as result has an eruption on-the face, with 
old scars from picking. He is an intelligent man and insists that he does this 
because of a full bursting feeling in his skin from the enlarged roots of the hairs. 
He did not begin the picking until four or five years ago. 

Dr. KiIncspurY: Regarding the occurrence of lesions on the face, I think that 
in dermatitis factitia hysterical subjects are less apt to mutilate the face. In 
cases of this kind, however, they will dig at the face as well as anywhere else. 
Dr. MacKee’s conception is, I think, the correct one. There is no true pruritus. 
It is just an inclination and overwhelming desire to pick at the skin. The patient 
has been treated by prominent internists, and a large variety of tests have been 
made, most of which have been consistently negative. Physiologic tests are not 
going to throw much light on a condition in which the lesions are known to have 
been produced by the patient’s finger-nails. 

Dr. MacKee: I have had several of these patients psychoanalyzed, and in 
each case the neurologist averred that the compulsory neurosis was due to a 
misplaced sex impulse. 


. 
ViTILIGO RESEMBLING ROENTGEN-RAy Burn. Presented by Dr. Howarp Fox. 


S. K., a married woman, aged 48, had been treated by an advertising quack 
for hypertrichosis eight years previously. The treatment was given over the 
entire bearded region during a period of three years. About eighteen months 
prior to presentation, a white patch appeared under the chin, a region which 
had received less roentgen treatment than other parts of the face. She consulted 
two dermatologists, both of whom made a diagnosis of roentgen burn. At that 
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time the other white patches on the hands had not appeared. About four months 
before presentation, smaller typical patches of complete depigmentation with 
hyperpigmented borders appeared on both hands and wrists. 

Examination showed a quadrangular depigmented patch beneath the chin 
about 4.5 cc. in the longest dimension, the edges of which were sharply defined, 
irregular and surrounded by a hyperpigmented border. On the white patch were 
a few well marked telangiectases, but no change in texture of the skin. There 
were also a few telangiectases on other parts of the bearded region, though they 
were less conspicuous. On the wrists and backs of the hands were small typical 
patches of vitiligo with hyperpigmented borders. There was also some depigmenta- 
tion of the vermilion border of the lips. The patient was shown as presenting 
a case with slight evidence of radiodermatitis and a patch of vitiligo which 
coincidentally appeared on the chin and suggested depigmentation from the roentgen 
rays. 

DISCUSSION 

Dr. MacKeeE: I agree with the diagnosis as presented. The condition looks 
like a typical example of vitiligo— depigmentation surrounded by hyperpigmenta- 
tion. The mild telangiectasia is probably due to the treatment. 

Dr. HicHMAN: I think that the woman has vitiligo. I think, however, that 
she has a roentgen dermatitis of the chin. I do not think the mere depigmentation 
of the skin in vitiligo would give such a picture, unless she happened to have a 
nevus which she had not noticed before, which is possible. It seems to me that 
if she had vitiligo with telangiectasia in the middle it would be noted elsewhere, 
which, it is not; therefore, I believe she has both. 

Dr. Wise: I agree with Dr. Highman that the patient presents vitiligo of 
the neck and forearms. The presence or absence of radiodermatitis within the 
vitiliginous area could readily be demonstrated with the Wood filter. I donot 
believe the depigmentation of the neck is due to exposure to the roentgen rays. 

Dr. Etter: I agree with the speaker who thinks the condition is vitiligo 
as well as a mild radiodermatitis. The patient has mild atrophy and wrinkling 
in the areas of vitiligo. 

Dr. FRASER: The telangiectasia is an expression of radiodermatitis. The 
leukodermia is an independent condition. 

Dr. WitiiamMs: I think the condition is undoubtedly vitiligo, with some 
roentgen dermatitis. 

Dr. WHITEHOUSE: All the members seem to agree that the condition is not 
due to the roentgen treatment, but is a case of vitiligo. In this I concur. 


Dr. Howarp Fox: As I understand, the consensus ot opinion is that this 
quadrangular spot is part of a vitiligo, and was not caused by the roentgen treat- 
ment. The telangiectasia, however, was due to the roentgen rays. 


A CASE FoR D1IAGNosIs. DEPIGMENTATION. Presented by Dr. HIGHMAN. 


J. S., a salesman, aged 25, had the eruption presented for seven weeks. He 
also had what was obviously a dermatophytosis of the groins and toes. There 
were white circular areas on the forearms which had been present for six weeks. 
Here and there were several depigmentations about the size of a half dollar. 

The question was whether the patient had tinea or a furfuraceous impetigo 
in these areas, causing the type of depigmentation seen in negroes, the depigmenta- 
tion being caused by the organism affecting a sunburned skin as it might have 
affected the skin of a negro. 

DISCUSSION 


Dr. WittrtamMs: That case interests me. I want proof that this part had tinea; 
it probably had, but it is too late to prove that now. An analogous condition is 
observed in the groins of patients with tinea treated with iodine. The places 
that have been treated are less pigmented than the others. The boy has typical 
tinea cruris, which I usually treat with iodine. If a condition gets worse after 
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two or three days cf treatment with iodine, I change the treatment to something 
else. The interesting thing to me is the foot. He did not know he had anything 
the matter with the foot, but he did have tinea and the nails were slightly diseased. 
I make it a practice now to look at the feet of every patient with tinea, and find 
tinea in the nails in a large proportion of the cases, although they do not look 
particularly diseased. In other words, if one treats tinea one must treat the 
toe-nails. 

Dr. WHITEHOUSE: I agree with the presenter. The patient has tinea of 
the groins. 

Dr. MacKee: These white spots occur in a number of conditions — in 
achromia which we see in pityriasis versicolor, in cryptococcic infections of the 
face and in achromia parasitaria. My interpretation is that the depigmentation is 
not due to the disease, but because of constant exfoliation and filtration these 
areas are not tanned when exposed to sunlight or ultraviolet radiation as is the 
normal skin; and when the exfoliation ceases there are patches of apparent 
vitiligo which disappear when the surrounding tan disappears. 

Dr. Howarp Fox: A year or so ago, I showed a case of tinea versicolor in 
a young woman who had acquired a deep tan at the seashore. The patches in 
which I found fungi were depigmented and stood out in marked contrast to the 
other areas. The presence of fungi in some way seemed to stop the action 
of the ultraviolet rays of the sun. 

Dr. HicHMaANn: I think that Dr. MacKee’s explanation would satisfy condi- 
tions in white persons when exposed to the sun; however, there must be more 
to it than that, because this kind of depigmentation occurs in the negro — although 
my inclination is to agree with Dr. MacKee. In connection with Dr. Williams’ 
remarks, I have instructed my patients with tinea of the foot to go to a chiropodist 
and learn how to cut their toe-nails, and to scrub them daily. I think this has 
a great deal to do with preventing recurrences, as the toe-nails harbor the 
parasites. 


EPIDERMOLYsSIS BULLOSA. Presented by Dr. SCHWARTZ. 


N. S., a boy, aged 6, had bullous lesions which were first noted ten days after 
birth, and had kept on appearing since on the knuckles, elbows and extensor 
surfaces of the lower extremities, following the slightest trauma. 


DISCUSSION 


Dr. Wise: I should like to know if any of the members have given long- 
continued and sustained doses of arsenic, and if so whether any favorable results 
have been obtained. 

Dr. Fraser: I should like to ask whether any of the members have been 
able to confirm the observations of Engman and Mook in regard to the pathologic 
changes, i. e., an absence of elastic tissue even in the skin remote from the lesions. 

Dr. Wise: In connection with Dr. Fraser’s remarks, I should say that the 
observation of an absence of elastic tissue in epidermolysis bullosa, as demonstrated 
by Engman and Mook, has been frequently verified, but not in all cases. The 
absence of elastic tissue is not a constant observation in this disease, as I have 
examined specimens in which the elastic structures were present, although diseased 
as a result of pressure and edema. 

Dr. HiGHMAN: I have never examined a patient with the condition without 
finding diminution of elastic tissue, or its absence; however, epidermolysis bullosa 
is a condition rather than a disease and can occur in other dermatoses. It is 
simply a loosening of the epidermis, and through preexisting disease the same 
condition can be brought about in other diseases than epidermolysis bullosa. The 
clastic tissue may be disturbed qualitatively, as well as quantitatively, and the 
ite at which this occurs is where the elastic tissue in the papillary body suffers 
in its connection with the epithelial threads in the epidermis. I think it is a 
iairly constant observation with the exception which Dr. Wise pointed out in 
ther forms of acquired epidermolysis. 
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NEUROFIBROMA. Presented by Dr. Rutison. (From the Cornell Clinic, service 
of Dr. Schwartz.) 


Mrs. J. R., a housewife, aged 32, born in England, with a negative family 
and personal history, had noted small, somewhat tender tumors at various sites 
on her body for two years before presentation. The first appeared on the left 
shoulder posteriorly, others had developed on the right side of the neck, the right 
thumb and the right thigh and there were a few scattered lesions on the legs. 
These tumors consisted of tender papules, the size of a pea, deep in the skin; 
some were a dull red, some brownish and some skin-colored. A biopsy had been 
done on November 7. Histologic examination of the specimen by Dr. Fraser con- 
firmed the diagnosis of neurofibroma. 


DISCUSSION 
Dr. WHITEHOUSE: Excision is all that one can do. 
Dr. HicHMAN: I think the thing to do is to let the patient alone. Fibroma 


is closely allied to keloid, and as these lesions are not disfiguring it is better to 
wait and see what happens. They can always be cut out. 


ALOPECIA UNIVERSALIS. Presented by Dr. BECHET. 


J. S., a woman, aged 33, said that her hair began to fall out shortly after the 
birth of her child four months previously. In spite of apparent good health, the 
loss progressed rapidly, so that within a month the alopecia became universal. 
The medical examination demonstrated the following facts: The eyes were normal 
to light and in accommodation, and the vision was normal. The teeth were good. 
The tongue was coated and reddened. The tonsils were small and cryptic. The 
thyroid was not enlarged. The heart sounds were poor, but there were no 
murmurs. The pulse rate was 68. The blood pressure was 100 systolic and 85 
diastolic. The urine showed: specific gravity, 1.018; albumin, 0; sugar, trace. 


The results of a Benedict’s quantitative test were 0.15 per cent. Microscopically, 
calcium oxalate crystals were present. The basal metabolic rate, according to the 
Harris-Benedict test, was 4.47 per cent; Dubois, 4.37 per cent. The Wassermann 
reaction was negative. The alopecia was universal, there was no vestige of a 
single hair on any part of the scalp. The case was interesting both because of 
its severity and because of its incidence during the puerperium. 


Tattoo RESULTING FROM ExpLosron. Presented by Dr. BEcHET. 


J. C., aged 21, a coal miner, accidentally exploded two dynamite sticks three 
years previously, while in the mine. The explosion causing the destruction of 
one eye and the implantation of coal dust over the entire side of the face, neck 
and hands. Since the accident the eye had been removed and replaced by an 
artificial one. For three years, little, if any, of the particles had exfoliated. 
The case was of interest because of its unusual extent. It was presented, however, 
for therapeutic suggestions. 

DISCUSSION 


Dr. Ruttson: The stains in this case are due to powdered coal. I know 
of one or two similar cases in which it has been possible to extract a good many 
of these particles of carbon by using a little instrument something like a crochet 
needle. The patient told me that they are slowly working their way to the 
surface, and that he occasionally found a few grains on the pillow in the morning. 
I think they can be removed more readily than tattooing. 

Dr. Wise: Because the accident occurred three years ago, I think that all 
treatment would be futile, and would only make the condition worse from the 
cosmetic standpoint. 

Dr. Kincspury: Excellent results can always be obtained if cases of this 
kind are seen shortly after the accident. When organized, as in this instance, 
it is difficult to remove the foreign matter from the skin. I disagree with Dr. 
Wise, however, because I know that much can be done to eradicate the disfigure- 
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ment. The treatment, though, is tedious and thankless, and one who has worked 
on a few cases is not anxious to repeat the experience. 

Dr. Etter: A great deal can be done to improve this condition. I have 
treated children with various powder marks around the lower eyelids, face and 
cheeks, from explosives used for Fourth of July celebrations, and have lightened 
the marks considerably. We consider them in the class of tattoo marks, and 
treat them along those lines by means of multiple needle pricks, tannic acid and 
silver nitrate. 

Dr. Howarp Fox: I also disagree with Dr. Wise’s opinion that nothing 
can be done to relieve this patient. Some of the members may recall the patient 
with powder marks I presented after treatment, in which some complimentary 
remarks were made concerning the good cosmetic results. The patient was an 
adult in whom I had treated 180 lesions by using a local anesthetic and piercing 
the skin, followed by scraping and cutting out the powder grains. The small 
wounds healed rapidly, with slight scarring. Six or eight lesions were treated 
at each visit. 

Dr. Becuet: I am grateful for the suggestions of Drs. Fox, Eller and Kings- 
bury. I believe the method suggested by Dr. Fox would give better cosmetic 
results, and I shall attempt it. 

Dr. MacKEE: I know of one bad result that I think will interest the members. 
We all experiment clinically, and we are apt to use remedies we hear about without 
giving sufficient thought to possible injurious results. Two years ago, I saw 
a horrible result caused by a seemingly innocent drug in a case that was not 
serious —a case of exudative ivy poisoning treated with wet dressings of diluted 
tincture chloride of iron. When the skin had healed, the woman’s face was 
badly tattooed. The color was deep brown. I did not apply the treatment, nor 
can I explain the chemical action. The pigment was in the derma and was 
apparently permanent. 


A CASE FOR DIAGNOSIS. GENERALIZED IMPETIGINOUS ERUPTION. Presented 
by Dr. Howarp Fox. 

W. G., a former bar tender, aged 39, said that the eruption had first appeared 
two months prior to presentation. The patient was an alcoholic habitué, referred 
by the Veterans’ Hospital. His statements were said to be unreliable. There 
was no history of syphilis or of the ingestion of drugs. The patient complained 
of severe itching. Examination showed a generalized eruption of the trunk and 
extremities, being profuse on the former site and sparse on the latter. The 
lesions were inflammatory, moderately superficial, well defined, the size of various 
coins and covered with dirty yellowish-brown crusts. There were also some 
small pigmented and slightly atrophic areas which marked the sites of former 
lesions. There was no particular grouping. A moderate number of punctate 
excoriations were present, but none of the linear type. The excoriations were 
noted only after careful examination. The Wassermann reaction of the blood on 
two occasions had been negative, as was also examination of the spinal fluid. The 
urine showed no sugar, and the tests for starch and bromine (Belote test) gave 
negative results. 

DISCUSSION 

Dr. Wise: I should be inclined to consider the condition an eruption caused 
by a drug, probably iodide. I cannot think of any other drug that would produce 
lesions such as this patient exhibits. 

Dr. Kincssury: I do not think that the condition is either syphilis or a drug 
eruption. The man said that recently he had been intoxicated for weeks at a 
time and that he was badly infected with body lice. The absence of lesions on 
the face, and their prominence on the back, lumbar regions and buttocks point 
strongly to pediculosis corporis. 

Dr. Etter: I am inclined to the diagnosis of an eruption due to a drug, 
either iodide or bromide. 
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Dr. Howarp Fox: The statements of this man are absolutely unreliable. 

Dr. ScHwaARtTz: I incline to the diagnosis of drug eruption rather than any 
other. 

Dr. Fraser: The condition is probably due to the ingestion of drugs, but 
the suggestion of Dr. Kingsbury should also be considered. 

Dr. Becuet: Against the diagnosis of dermatitis factitia is the uniform 
appearance of the lesions and their occurrence on inaccessible parts of the body. 
I prefer the diagnosis of dermatitis medicamentosa. 

Dr. Ruttson: I agree with Dr. Kingsbury. 

Dr. WHITEHOUSE: I should disregard the man’s statements. I think the 
condition is a drug eruption, like a bromoderma or iododerma. 

Dr. CLARK: I think that the condition is a drug eruption. 

Dr. MacKee: I favor the diagnosis of dermatitis medicamentosa, but, of 
course, syphilis and especially pyoderma or ecthyma must be excluded. It is well 
to realize that there is such a thing on the market as iodized salt, and that it 
may be capable in idiosyncratic cases of producing an iodide eruption. Dr. Bedford 
Shelmire called attention to this possibility. The salt is used extensively in some 
states, and is growing in popularity here in New York; in some instances, one 
obtains iodized salt when purchasing plain table salt. The packages are properly 
labelled, but many persons do not notice the label. 

Dr. HicHMAN: I thoroughly agree with Dr. Kingsbury. 


DEMONSTRATION OF LEISHMAN-DONOVAN BoptEs. Presented by Dr. Howarp 
Fox. 
Sections containing Leishman-Donovan bodies were demonstrated from a recent 


case of oriental sore. Mr. E., aged 42, employed in the oil regions of Venezuela, 
had suffered from a sore on the left cheek for nine weeks. When first seen, it 


was highly inflammatory, with a reddish areola and deep induration, and was 
covered by a brownish crust. There was some soreness and tenderness. It 
showed no elevated waxy border suggestive of epithelioma. It was the only 
lesion present. There had previously been a temporary enlargement of one of 
the submaxillary glands. A biopsy was performed, and the section showed the 
causative organisms. The lesion was later treated by electrodesiccation. 





Book Reviews 


HANDBUCH DER Haut GESCHLECTSKRANKHEITEN. Edited by J. JADASSOHN 
with many collaborators. Volume 6, part 1. Price, unbound 90 marks. 
Pp. 542. Volume 6, part 2. Price, unbound 123 marks. Pp. 730. Berlin: 
Julius Springer, 1928. 


We are glad to welcome volume 6, part 1 and volume 6, part 2 of this great 
work. Both are large books worthy of being called independent volumes. 

The contents of volume 6, part 1 are as follows: Eczema and Dermatitis by 
Prof. Carl Kreibich, Prague; Prurigo, Strophulus and Pruritus by Dr. Max 
Winkler, Lucerne; Neurodermatitis by Dr. Arthur Alexander, Berlin, and 
Seborrhoeic Eczema by Prof. Ferdinand Winkler of Vienna and Prof. P. G. Unna 
of Hamburg. Three hundred pages are devoted to eczema, the remaining 242 
pages to the other subjects. Although this volume contains some of the most 
important material that will be considered in the Handbuch, it is relatively less 
extensive than the other volumes. We cannot say that the subjects are not fully 
considered, for apparently no detail of any of the subjects has been omitted. The 
articles are by masters in their particular fields. 

Volume 6, part 1 is devoted to disturbances of the vascular and lymphatic 
systems. One hundred and forty-four pages by Dr. Ludwig Torok, Budapest, are 
devoted to principles of the subject: hyperemia, anemia, oedema and inflammation. 
Of these, eighty-two pages are given to the important subject of inflammation. 
After this general consideration there are taken up the following subjects: 
angioneuroses, urticaria, urticaria pigmentosa, all by Prof. Tor6ék; erythromelalgia 
by Dr. Robert Hirschfield, Berlin; Raynaud’s disease, necrosis, gangrene and 
ulcers by Prof. Viktor Mucha, Vienna; the symptom-complexes produced by 
varicosities by Prof. Mucha, Vienna; hemorrhagic diseases by Dr. Frederich 
Hammer, Stuttgart; erythema multiforme and erythema nodosum by Dr. Paul 
Tachau, Braunschweig. These various subjects are considered in complete detail. 

Both of the volumes are abundantly supplied with beautiful colored illustrations 
as are all of the other volumes. We have nothing but praise for these volumes. 


DIATHERMY BY ELKIN P. CUMBERBATCH, M.A., R.M. (Oxon.), D.M.R.E. 
(Cams.), M.R.C.P. Second edition. Price, $7. St. Louis: C. V. Mosby 
Company, 1928. 


\ TEXTBOOK OF ACTINOTHERAPY By D. D. ROSEWARNE, M.R.C.S. (ENG.), 
L.R.C.P. (Lonp.). Price, $7. Pp. 237, with 20 illustrations, including a 
colored plate. St. Louis: C. V. Mosby Company, 1928. 


These two volumes of the same size are similar in character and may be 
regarded as companion volumes. Both take up their subjects by considering 
first the general principles of the subject — physics and the biologic effects — and, 
then, their practical application in therapeutics. There is a good discussion of 
apparatuses and of the technic of their use in each book. A slight difficulty is 
that most of the apparatus is British, which is not always like the American 
product. The discussions of the therapeutic applications are temperate and sane 
and not overoptimistic. Altogether both of these books are excellent treatises 
on their subjects. They are compact, give sufficient detail but are not so over- 
loaded with detail that the reader who wishes to get an orientation of the subject 
is lost in the reading. Each of them is worthy of recommendation. 


MANUAL DE ENFERMEDADES INTERSEXUALES. By JAIME PeEyri. One volume. 
Pp. 538, illustrated with 33 colored plates and 152 photographs. Espasa- 
Calpe S.A. Bilbao, 1928. 

The reason for naming venereal diseases with the new appellative of “inter- 
exual” is not given by the author. 
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The book is well printed on good paper, and the photographs are excellent. 
The colored plates are poor. 

The first 300 pages are devoted to syphilis. The subject is thoroughly treated 
in a conservative way. Serologic tests are studied under the heading of “Hematic 
Syphilis.” There are several chapters devoted to visceral syphilis. Chancroid 
and gonorrhea are given about 100 pages. 

Other venereal diseases studied are balanoposthitis, lymphogranulomatosis 
inguinalis, granuloma pudenda, ulcus vulva acutum and venereal serpiginous ulcer. 

Condyloma acuminatum, genital herpes, molluscum contagiosum, pityriasis, 
scabies and pyoderma are also considered under the name of “paravenereal 
diseases.” 

The book is a good one and brings the subjects treated up to date. 


ERYTHEMA Noposum. By J. Opery Symes, M.D. Price, $2.00. Pp. 72. New 
York: William Wood & Company, 1928. 


This little book by Dr. Symes is the result of thirty years’ interest in erythema 
nodosum and is based on experience with 250 cases which he has seen and on 
which he has taken notes. It is an enormous experience in this condition and 
is only possible because for many years Dr. Symes has been able to see nearly 
all cases of this kind that came into the Bristol General Hospital. In general, 
his account of the facts concerning erythema nodosum is in accord with the classic 
accounts, but his experience leads him to some views that are not generally 
accepted. He believes that the skin lesions are due to a toxemia and not to a 
bacillemia, and that the disease is undoubtedly associated with tuberculosis. The 
book is a repository of information on this subject; it gives the matured views 
of an able internist and is altogether worthy of the careful study of everyone 
interested in erythema nodosum and of a place on the shelves of his library. 





Directory of Dermatologic Societies * 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN DERMATOLOGICAL ASSOCIATION 


Joseph Grindon, President, 4500 Olive St., St. Louis. 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 
Place: San Francisco. Time: July 1-3, 1929. 


SECTION ON DERMATOLOGY AND SYPHILOLOGY, SCIENTIFIC 
ASSEMBLY, AMERICAN MEDICAL ASSOCIATION 


Jay Frank Schamburg, Chairman, 1402 Spruce St., Philadelphia. 
William H. Guy, Secretary, Jenkins Arcade, Pittsburgh. 
Place: Portland, Ore. Time: July 8-12, 1929. 


BRITISH ASSOCIATION OF DERMATOLOGY AND 
SYPHILOLOGY (CANADIAN BRANCH) 


D. King Smith, President, 122 Bloor St. West, Toronto. 
E. J. Trow, Secretary, 122 Bloor St. West, Toronto. 


LOCAL DERMATOLOGIC SOCIETIES 


DERMATOLOGIC SECTION, LOS ANGELES COUNTY MEDICAL 
ASSOCIATION 


George F. Koetter, Chairman, 1136 W. 6th St., Los Angeles. 
H. Sutherland-Campbell, Secretary, 1936 Wilshire Blvd., Los Angeles. 


SAN FRANCISCO DERMATOLOGICAL SOCIETY 


Ernest Chipman, President, 350 Post St., San Francisco. 
H. J. Templeton, Secretary, 3115 Webster St., Oakland. 


ATLANTA DERMATOLOGICAL SOCIETY 


Jack W. Jones, President, Medical Arts Bldg., Atlanta, Ga. 
Francis Jones, Secretary, Medical Arts Bldg., Atlanta, Ga. 


CHICAGO DERMATOLOGICAL SOCIETY 


F. E. Senear, President, 55 E. Washington St., Chicago. 
E. A. Oliver, Secretary, 55 E. Washington St., Chicago. 


IOWA AND WESTERN ILLINOIS DERMATOLOGICAI 
ASSOCIATION 


Robert E. Jameson, President, 1015 First National Bank Bldg., Davenport, Iowa. 
A. T. Leipold, Secretary, 1419% 5th Ave., Moline, III. 


LOUISIANA DERMATOLOGICAL SOCIETY 


Ralph Hopkins, President, 124 Barome St., New Orleans. 
Thomas A. Maxwell, Secretary-Treasurer, 1119 Union Indemnity Bldg.. New 
Orleans. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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BALTIMORE AND WASHINGTON DERMATOLOGICAL SOCIETY 


Lloyd W. Ketron, President, Medical Arts Bldg., Baltimore. 
Leon Ginsburg, Secretary, 1800 N. Charles St., Baltimore. 


DETROIT DERMATOLOGICAL SOCIETY 


George Van Rhee, President, 10 Peterboro St., Detroit. 
Ralph A. Perkins, Secretary, 276 Erskine St., Detroit. 


MINNESOTA DERMATOLOGICAL SOCIETY 


W. Goeckerman, President, Mayo Clinic, Rochester. 
D. D. Turnacliff, Secretary, Yeates Bldg., Minneapolis. 


ST. LOUIS DERMATOLOGICAL SOCIETY 


Robert H. Davis, President, Missouri Bldg., St. Louis. 
Norman Tobias, Secretary, Missouri Bldg., St. Louis. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 


C. Guy Lane, President, 416 Marlborough St., Boston. 
Arthur M. Greenwood, Secretary, 416 Marlborough St., Boston. 


BRONX DERMATOLOGICAL SOCIETY 
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